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Abstract
Dieting, or dietary restraint has been linked to the development of eating disorders. In 
anorexia nervosa, vegetarianism, particularly red meat avoidance, has been 
associated with a longer duration of the illness and more serious medical and 
psychological complications. Given this link and the complications often seen with red 
meat avoidance in anorexia nervosa, the present study proposes that red meat 
avoidance may be a potentially hazardous food fad that may more likely predispose 
dieting women to developing an eating disorder. The present study investigates the 
effects of the combination of red meat avoidance and dietary restraint with regard to 
eating disorder psychopathology on a non-clinical sample of adult women. The 
research also investigates the relationship between dietary restraint and the presence 
of eating disorder symptoms in these women.
One hundred and ninety women aged between 18-40 years from the Australian 
Taxation Office were administered the following measures of eating disorder 
symptoms; the Eating Attitudes Test (EAT-26), the Eating Disorder Inventory-2 (EDI-2), 
and the Body Shape Questionnaire (BSQ). Red meat avoidance was measured by a 
food questionnaire designed by the author, and dietary restraint was measured by the 
Restraint Scale. Multivariate Analysis of Variance revealed that the avoidance of red 
meat when combined with dieting in this sample did not produce greater eating 
disorder symptoms than when red meat was not avoided. That is, red meat avoidance 
while dieting did not produce a more pathological dieter. Similarly, the avoidance of red 
meat alone (when not connected with dieting), was not associated with eating disorder 
psychopathology within this sample. Women who restrained their eating displayed 
more disturbance on measures of eating disorder symptomatology than those women 
who did not restrain. The restrainers scored higher than the non-restrainers on 
measures of bulimia (Bulimia subscale of the EAT-26, and Bulimia of the EDI-2), Drive 
for Thinness (EDI-2), and body/shape dissatisfaction (Body Dissatisfaction - EDI-2,
BSQ), and as high as some reported cases of eating disorder patients on these 
measures. The risks of dietary restraint were discussed in view of these findings and 
the theoretical importance of these constructs in the development of eating disorders. 
The restrainers had significantly higher body mass indexes (BMIs) than the non­
restrainers and were found to be chronically dieting to control that higher weight. The 
risk of bulimia nervosa for the restrainers was discussed in relation to these findings. 
The development of campaigns to educate Australian women dieters was discussed 
within the framework that early recognition of eating disorders leads to better 
prognosis. Suggestions for further research were indicated.
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INTRODUCTION
Overview
It appears that the world seems to have "discovered" anorexia nervosa in the 1970's. In 
1974, the "Starving Disease" first appeared as an independent subject heading in the 
Reader's Guide To Periodical Literature (a US index to contemporary issues)
(Brumberg, 1988). After that time a mass of articles relating to eating disorders were 
published in the media. By the early 1980's bulimia, or bulimia nervosa also came to 
the attention of the public and the medical profession. Bulimia is characterised by binge 
eating followed by purging, usually in the form of vomiting or laxative abuse. At about 
the same time researchers began to describe similar patterns of chaotic eating in quite 
significant numbers of female college students, without the large weight loss, and often 
without the high levels of concomitant psychopathology (Halmi, Falk, & Schwartz, 1981; 
Pyle, Mitchell, Eckert, Halvorson, Neuman, & Goff, 1983).
Cases of eating disorders have been reported in the medical literature since at least 
1870, when Gull in England, and Lasegue in France simultaneously published cases of 
self-starvation in young women (Epling & Pierce, 1991). However, there has been a 
long history of food refusal usually associated with religious fasting and aestheticism 
dating back at least to medieval times (Robertson, 1992). (It is controversial if these 
ancient examples cited were actually true cases of eating disorders, or quasi-religious 
precursors). However, there seems to have been an increase in the number of cases 
since the late 1960's post-war culture of affluence (Brumberg, 1988; Hoek, 1991). Styles 
of food and eating appear to have changed during this period as well as relationships 
across the generations, sexuality, clothing, gender roles and forms of family life. After 
experience in treating anorexics for three decades, psychiatrist Hilde Bruch published 
prolifically on anorexia nervosa in the 1960's and 1970's. Bruch (1973) argued that 
eating disorders were products of problems in the development of the total personality
in the context of the family. She also argued that anorexia nervosa always entailed a 
distorted body image including a delusional misperception of the body as fat, an 
inability to perceive internal states, and a sense ineffectiveness of self (Bruch 1973). 
Bruch's sense of emergency and knowledge of the disorder contributed to the growing 
lay perception of an epidemic (Brumberg, 1988).
Diagnostic Criteria
The exact extent of the recent increases in numbers afflicted is hard to ascertain, not 
only due to difficulties in collecting and interpreting data, but also due to lack of 
standardisation in diagnostic criteria. Not all cases reported in the published literature 
demonstrate exactly the same symptoms as described in the American Psychiatric 
Association's Diagnostic and Statistical Manual-Revised (DSM-lll-R) (1987). In some 
studies published before 1987, the predecessor of the DSM-lll-R, the DSM-III 
(American Psychiatric Association, 1980) was used. This criteria has more stringent 
weight loss requirements, but does not have a requirement for amenorrhoea. In some 
research the criteria of Feighner, Guze, Woodruff, Winokur, and Munoz (1972) are 
used. Alternatively, in Europe the International Classification of Disease-9, (ICD-9) 
(WHO, 1975) is often referred to, or the more recent ICD-10 (1992). Most of these 
criteria overlap with the DSM-lll-R. The criteria for a diagnosis of anorexia nervosa in 
the DSM-lll-R include:
1. Refusal to maintain body weight over a a minimal normal body weight for age and 
height, e.g., weight loss leading to maintenance of body weight 15% below that 
expected ; or failure to make expected weight gain during periods of growth, 
leading to body weight 15% below that expected.
2. Intense fear of gaining weight or becoming fat, even though underweight.
3. Disturbance in the way in which one's body weight, size, or shape is experienced, 
e.g., the person claims to "feel fat" even when emaciated, believes that one area 
of the body is "too fat" even when obviously underweight.
4. In females, absence of at least three consecutive menstrual cycles when otherwise 
expected to occur (primary or secondary amenorrhoea). (A woman is considered 
to have amenorrhoea if her periods occur only following hormone administration.)
The essential features of DSM-lll-R criteria for Bulimia Nervosa are:
1. Recurrent episodes of binge eating occurring at least twice a week for the past 
three months;
2. Feeling of lack of control over eating behaviour during these binges;
3. Self-induced vomiting, use of laxatives or diuretics, strict dieting or fasting, or 
vigorous exercise in order to prevent weight gain; and
4. Persistent over concern with body weight and shape.
Some clinicians favour more stringent weight criteria (Beumont, Al-Alami, & Touyz, 
1988; Russell, 1970). Some differentiate between primary and secondary anorexia 
(Bruch, 1973). Added to the difficulties in estimating incidences is the fact that the link 
between anorexia nervosa and bulimia nervosa is still unclear. The DSM-lll-R also has 
a category for Eating Disorders Not Otherwise Specified (NOS). For an individual to 
meet this diagnosis they may have all the features of bulimia nervosa, but fail to meet 
the frequency criterion of binge eating, or for example in relation to anorexia nervosa 
they may meet all the criteria except absence of menses.
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Incidence of Eating Disorders
In addition to these different diagnostic factors, the fact that estimates of incidence are 
derived from self-report instruments makes exact incidence and prevalence rates 
unclear. However incidence of anorexia nervosa and bulimia nervosa is shown to vary 
with sex, (Beumont, Beardwood, & Russell, 1972) age, (Crisp, 1983) social class, 
(Joseph, Wood, & Goldberg, 1982) and other family lifestyle characteristics, such as 
parents who emphasise fitness or thinness, (Epling & Pierce, 1991).
Kalucy, Crisp, Lacey, and Harding (1977) in London have reported that as many as one 
in one hundred girls may be anorexic in private girls' schools. Theander in a 1970 
Swedish study has suggested an overall incidence rate of 0.24 hospitalised cases of 
anorexia nervosa per 100,000 in the female population, with an increase to 0.45 per 
100,000 for the decade 1970 to 1980. Some studies of the most affected part of the 
population of adolescent girls and young women suggest some extremely high rates of 
anorexia and bulimia nervosa. For example, 8 % met a DSM-III diagnosis of bulimia in 
a survey of high school age girls, (Johnson, Lewis, Love, & Stuckey, 1984). 
Epidemiological investigations in the USA have shown that 8-19 % of female university 
students satisfy criteria for a DSM-III diagnosis of bulimia (Halmi et al., 1981; Pyle et 
al., 1983). Studies by Drewnonski, Yee, & Krahn (1988) and Pyle, Halvorson, Neuman, 
& Mitchell (1986) suggest 1-4% of female high school students and university students 
may be affected by anorexia nervosa and bulimia nervosa, and that these disorders 
(according to DSM-III criteria) may occur in 12-15% of female medical students and 
other graduate students (Herzog, Pepose, Norman, & Rigotti, 1985 ).
These former investigations have produced a wide range of frequency estimates and 
appear unclear. However Hoek (1991) in the Netherlands has undertaken a large, 
thorough epidemiological study of the eating disorders. He reported an annual 
incidence of 6.3 per 100,000 for anorexia nervosa and 9.9 per 100,000 for bulimia
nervosa (according to DSM-III criteria). Hoek (1991) proposes that the reported rates 
underestimate the true community rates of eating disorders. In a comprehensive 
examination of 50-year trends in medical records in Minnesota, USA, an annual 
incidence of 8.2 per 100,000 was found for anorexia nervosa (according to DSM-lll-R 
criteria), with a point prevalence of 0.48 % for girls in the most vulnerable group; 
(between the ages of 15-19 years )(Lucas, Beard, O'Fallon, & Kurland, 1991). These 
latter authors propose that after obesity and asthma, anorexia is the third most common 
chronic illness, and it is five times more common than insulin dependent diabetes 
mellitus. Rastram, Gillberg, and Garton (1989) undertook a large epidemiological study 
involving the distribution of brief questionnaires and observation of growth charts of all 
children born in 1970. They found a greater prevalence rate of anorexia nervosa; 0.8 % 
(according to DSM-III and DSM-lll-R) for girls under 16 in Gotenborg, Sweden.
These figures are diverse, with estimates varying between 1-20 %, depending on the 
disorder, the particular study, and the country of origin. Research done in the U S.A. 
tends to yield higher incidence and prevalence rates than that in Britain and Europe, 
bulimia nervosa is more common than anorexia nervosa (Herzog et al., 1985; Hoek, 
1991). Ben-Tovim and Morton (1990) in a South Australian survey of 12-18 year old 
female private school students, found a one year prevalence rate of 1.05 cases of 
anorexia nervosa (according to DSM III criteria) per thousand of the female high school 
population studied. Ben-Tovim and Morton (1990) note however that many milder, sub- 
clinical variants were likely missed. Ben-Tovim (1992) posits that 1-2% of the female 
population suffer from bulimia nervosa, yet almost 50% of the women in the South 
Australian sample admitted to bingeing. He proposes that approximately a further 5% of 
women suffer significant guilt and shame about their body shape, despite the fact that 
they do not have an eating disorder as such.
These figures do not take into account the unreported definite cases of eating 
disorders, or sub-clinical cases in the community, as these do not always seek help.
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Sub-clinical cases may be defined as women with deeply disturbed attitudes and 
behaviours about their shape and weight, and who, if asked to complete eating disorder 
questionnaires score highly (often in the anorexic or bulimic range), and often have 
below normal weight for height (Garner, 1991). Yet they often do not meet a clinical 
diagnosis for an eating disorder as they do not fulfil all of the major criteria. These 
figures also do not include the so called "normal" women with disturbed attitudes and 
beliefs about their shape and chronic dieting alluded to by Ben-Tovim (1992). All these 
individuals will be discussed in further detail later in the chapter.
Various researchers have pointed to an increase in the number of sub-clinical cases of 
eating disorders in the community. These have been described as not fulfilling strict 
diagnostic criteria, but nevertheless presenting with serious problems of eating and 
weight concern (Button & Whitehouse, 1981, Fries, 1974; Nylander, 1971; Polivy & 
Herman, 1987; Szmukler, 1985). Suspected cases of eating disorders and sub-clinical 
variants are even more common among groups exposed to stronger pressures to 
maintain a thin shape, eg., among ballet students and professional dancers (Brooks - 
Gunn, Burrow, & Warren, 1988; Garner & Garfinkel, 1980), and gymnasts (Rosen & 
Hough, 1988). Nevertheless, most researchers agree that the incidence of eating 
disorders is increasing.
The highest incidence of eating disorders occurs in adolescent females from middle to 
upper income groups (Epling & Pierce, 1991). This may be due to the fact that higher 
socio-economic groups are more likely to adopt socially accepted values of thinness 
and fitness - advertisers target their campaigns to these women (Garner & Garfinkel, 
1987). The more affluent young women are more likely to join fitness and recreation 
facilities, therefore increasing the risk of developing eating disorders by being exposed 
to the cultural expectations in gymnasiums to be slim and fit. It has been proposed that 
one of the reasons upper socio-economic women are over-represented is that the 
families of these young women have greater financial resources to enable them to have
6
their daughters' eating problems treated. This is the case in the USA, but not in 
Australia, as women can be treated in a public hospital as a Medicare patient for no 
cost.
More recent evidence however, suggests that eating disorders are becoming more 
common in middle and lower socio economic classes (Gowers & McMahon, 1989; 
Touyz & Beumont, 1984).
Eating disorders are less common in males. Research by Epling and Pierce (1991) and 
Touyz, Kopec-Schrader, and Beumont (1993) suggest that only approximately five per 
cent of total cases of anorexia are men. This may be due to the fact that the diagnostic 
criteria are biased towards women, e.g., a man with a symptom of anorexia may be 
given a diagnosis of depression, whereas a woman with the same symptoms may more 
likely be diagnosed as having anorexia nervosa (Epling & Pierce, 1991). One of the 
most frequently cited behaviours to bring about weight loss in male anorexia is 
excessive exercise (Oyebode, Boodhoo,& Schapiro, 1988; Touyz et al., 1993).
One reason for the increase in the incidence of eating disorders may be due to greater 
media publicity, therefore increasing the rate of over-reporting (Garner, Olmsted, 
Polivy, & Garfinkel,1984). Another reason of course may be the more common cultural 
pressures in society to be thin (Garner, Garfinkel, Schwartz, & Thompson, 1980; 
Wiseman, Gray, Mosimann, & Ahrens, 1990).
Risk Factors
People who diet, and especially those who diet and regain weight are more likely to 
develop an eating disorder than those who do not diet (Garner & Wooley, 1991; Polivy 
& Herman, 1987). Other risk factors include childhood obesity, (Bruch, 1973; Epling & 
Pierce,1991), belonging to a family who places high emphasis on fitness and sports,
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and excessive exercise in the individual (Epling & Pierce, 1991), and abnormal eating 
habits (Garner & Garfinkel, 1979). Binge eating and vomiting also place a person at 
risk of anorexia nervosa (Epling & Pierce, 1991).
Theories of Aetiology
There has recently been a trend towards regarding anorexia nervosa and bulimia 
nervosa as multi determined disorders in which a number of different developmental 
routes produce symptom patterns that result in a final common pathway (Garner, 1991).
There does not appear to be a total consensus on the aetiology of eating disorders, 
however most explanations fit into one of two models; the psychological, or the socio­
cultural. Models proposing biological causation of eating disorders have now been 
mostly discounted (Beumont, Russell, & Touyz, 1993). It is most likely that both these 
former factors, with some as yet undetermined genetic involvement, are relevant to the 
development of eating disorders (Garner & Garfinkel, 1985). The proportion of 
involvement of each factor is still not known, and probably varies across the 
heterogenous population that makes up the eating disorder patient population. Due to 
the heterogeneity of the disorder, it appears useful to sub-categorise anorexia into the 
subtypes of restrictor versus bulimic subtype. Garner (1991) proposes that there is a 
rationale for sub-classifying anorexics according to whether they lose weight by strictly 
limiting their food intake, or whether they are characterised by temporary lapses of 
dieting in the form of a binge. These individuals with a bulimic subtype of anorexia 
nervosa can then be differentiated from those with bulimia nervosa. This form of 
categorisation is proposed in the new DSM- IV (American Psychiatric Association) 
(Beumont, Garner, & Touyz, in press).
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Conversely, the biomedical model assumes that deviant human behaviour can be partly 
or wholly explained by abnormalities in biological processes. Various endocrinal, 
neurobiological, and hormonal explanations were put forward to explain the occurrence 
of anorexic behaviour, including; hormonal imbalance, dysfunction in the satiety centre 
of the hypothalamus, other hypothalamic disturbances and lesions in the limbic system 
(Brownell, & Foreyet 1986).
The fact that so much attention is paid to the anorexic patient 's body is based on the 
observation of many characteristic physiological abnormalities; hypotension, 
bradycardia, oedema, hypothermia, lanugo, and cessation of menstruation. Beumont, 
et al. (1993) propose that such somatic signs and symptoms are a consequence of 
starvation, concomitant weight loss, or from behaviours adopted to induce it. They 
propose that to put the patient through a series of investigations to eliminate disease 
would only be destructive for the patient as it would postpone adequate treatment and 
is unnecessary. Most studies demonstrate that while endocrine dysfunction is an 
integral part of anorexia nervosa, it is not an endocrine disease (Beumont et al., 1993; 
Brownell & Foreyet, 1986).
Psychological models usually fall into psychoanalytic and family systems theories. 
These generally see anorexia nervosa and food refusal as a pathological response to 
developmental struggles for autonomy, independence, individuality, and sexual 
maturity. Modern psychotherapeutic and psychoanalytic thinking on anorexia nervosa 
has been influenced strongly by Sigmund Freud and Hilde Bruch. Freud (1895) 
proposed that eating was an outlet of expression for the libido, and that anorexic young 
girls feared adult womanhood and sexuality. Bruch (1973) proposed that anorexics 
experience an intense lack of self-esteem and exaggerated sense of ineffectiveness, 
and that these, coupled with their identity problems help them to feel out of control. 
Bruch (1973) postulates that anorexics have a strong need to feel that they control a 
part of their lives, so they vicariously gain this control by learning to control their
appetite and, therefore, their body. By refusing food, the anorexic then induces 
starvation produced changes in endocrine activity, which result in cessation of the 
menses and child like appearance. According to Bruch (1973), this quality of 
childishness is considered to help them avoid deep seated maturational problems, so 
that while they are completely preoccupied with food and experience delusional body 
shape misperceptions, they are estranged from the outside world.
Family systems theory view anorexia nervosa in a broader context, they see it as one 
aspect of non linear, circular, and self-regulatory interactions among all members of the 
family. They propose that certain dysfunctional styles of family interactions increase the 
risk of anorexia nervosa and contribute to it's maintenance. These include; involvement 
of the child in marital conflicts, extreme proximity, over intrusive concern, being 
perfectionistic, controlling, and non-confrontational (Liebman, Minuchin, & Baker, 1974; 
Rosman, Minuchin, & Liebman, 1975). Therapists working with these families label 
them "enmeshed". (That is, the normal process of the daughter becoming separate 
from the family is stopped by the parents, the anorexic & even the siblings 
psychological needs). Therefore, family therapists construe that the family has the 
anorexia nervosa, not just the patient (Minuchin, Rosman, & Baker, 1978). Whilst it 
appears that these family styles contribute to the disorder, the exact presence and 
specificity of the pathological patterns has yet to be proven empirically (Brownell & 
Foreyet, 1986).
Theories that promote socio-cultural explanations of eating disorders are becoming 
more popular and are widely promoted. It proposes that anorexia is generated by 
powerful cultural trends that promote slimness as a vital aspect of female beauty. 
Studies by Garner, Garfinkel, Schwartz, and Thompson (1980) found that the 
increasing trend toward greater average body weight in young women is in direct 
conflict with this ever increasing preference for a thin body shape, and is also in 
contrast to the decreasing body weight of society's female ideals (eg. Playboy
10
centrefolds and beauty contestants). The cultural theories propose that this ever 
widening gap between biological reality and societal ideals can promote an unbearable 
tension in some psychologically vulnerable women, and hence increase the risk of 
developing an eating disorder. Consistent with this theory, is the fact that in 
occupational settings that actively promote a thin body shape, there is a significant 
increase in eating disorders (Garner & Garfinkel, 1980). More details of research 
pertaining to socio-cultural factors will be elaborated on later in the chapter. Other 
cultural trends posited to effect the development of eating disorders include the rising 
achievement standards expected of women and contradictory female role expectations 
(Kalucy, 1987).
General Themes and Psychopathology Associated with the Eating 
Disorders
Apart from the themes and symptoms already described in anorexia nervosa, such as 
intense drive for thinness, fear of food, and body image distortions, other problems 
mentioned in the literature include; a prevailing sense of ineffectiveness, perfectionism, 
fears of maturity, interpersonal distrust, confusion and mistrust in affective and bodily 
functioning and impulse control problems (Bruch, 1973 &1978; Crisp, 1980; Garner & 
Bemis, 1982; Selvini-Palazzoli, 1974; & Strober, 1980). Depression has been widely 
noted in relation to eating disorders, however it's role still appears somewhat 
controversial. Some authors go so far as to suggest that eating disorders are in fact a 
type of affective disorder (Pope & Hudson, 1988). Other authors propose that 
depression predisposes an individual to an eating disorder (Cooper & Fairburn, 1986). 
The latest research suggests that depression probably follows the chaotic food 
behaviour associated with bulimia, and in that sense is secondary to it, as depressive 
symptoms are often relieved after bingeing and purging have stopped (Fairburn,
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Cooper, Kirk, & O'Connor, 1985; Laessle, Beumont, Butow, Lennerts, O'Connor, Pirke, 
Touyz, & Waadt, 1991).
Other psychopathological traits described include; obsessionality, hostility, anxiety, 
social maladjustment, low self-esteem, external locus of control, physical anhedonia, 
confused sex role identity, and substance abuse (Beumont, George, & Smart, 1976; 
Brownell & Foreyet, 1986; Garner, 1991; Strober, 1980). There is growing evidence 
that excessive physical activity is central to the understanding of anorexia nervosa, and 
that increased physical activity often follows changes in dieting and food intake (Epling 
& Pierce, 1991; Kron, Katz, Gorzynski, & Weiner, 1978; Touyz, Beumont, & Hook, 
1987). To date it is still unclear whether the physical activity associated with dieting 
may be seen as a cause or an effect of that dieting.
Dieting and Sub-Clinical Eating Disorders
The act of dieting has been associated with the early phase of eating disorders. It 
appears that dieting not only has an important role in the development of anorexia 
nervosa and bulimia nervosa, but also in the range of sub-clinical variants and 
disturbed, weight preoccupied "normal" women in the community already alluded to 
(Polivy & Herman, 1987; Striegal-Moore, Silberstein, & Rodin, 1986).
Dieting, weight reducing behaviours and the diet mentality have been considered 
"normal" in an Australian community sample (Huon, Brown, & Morris, 1988). Cultural 
norms promoting slimness, fitness, and weight control are widely accepted in the 
extreme, so much so that some attitudes and behaviours required for a diagnosis of 
anorexia and bulimia are not seen by the Australian general public to be abnormal or 
uncommon (eg.; having an intense fear of gaining 2-3lb, being upset about having fat 
on one's body, and feeling fat even when one is not, (Huon et al., 1988)).
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Abraham, Mira, Beumont, Sowerbutts, and Llewellyn-Jones, (1983) in an Australian 
community study of 15-27 year olds, found that most of the women in their sample 
dieted at some time and lost more than three kilos of weight. They found that the 
majority experience episodes of binge eating (eating which was perceived to be out of 
their control) and "picking" behaviour. Some 17% of students experienced binge eating 
at least once a week, and the majority wished to be thinner irrespective of their current 
body weight. Ninety four percent of the students wished to weigh less, not from all over 
their bodies, but in particular areas, such as hips and abdomen. According to Abraham 
et al. (1983) 20 % of young women may meet the clinical criteria for an eating disorder 
at some stage, and about 7% abuse laxatives or diuretics, and 3 % take slimming 
tablets in order to attain a "fashionably slim figure". Huon (1992) suggests that in 
Australia dieting and the attendant diet mentality can be considered normative both 
descriptively and prescriptively, and along with this is extensive dissatisfaction with 
body image .
This has been shown to be the case in the USA, Sobal (1990) reported that 60% of 
female university students were dieting to lose weight. Polivy and Herman (1987) found 
that dieting is now statistically normal in the USA among women, where what is 
considered "normal eating" in US society may not be considered normal or appropriate 
by physiological standards. Polivy and Herman (1985) propose that dieters' control of 
eating is under cognitive control (inhibition), ie., that they stop eating after little food is 
consumed when they feel that they have reached a limit set by their diet quota, rather 
than eating until restrained by physiological satiety. Therefore, a distinction must be 
made between physiologically normal eating and that which is statistically normal. This 
form of dieting has been called "restrained eating" by Polivy and Herman (1985).
Consistent with this theory is the concept of "disinhibition". This occurs when the 
idiosyncratic food quota is exceeded and the restrained eater no longer pays heed to
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their level of food intake, but abandons themselves to eating whatever and how much 
they want to. Hence they become disinhibited and binge. (Sometimes a binge can 
occur via infraction of a diet rule, eg., after eating cake at a birthday party (Grodner, 
1992)). For some, disinhibition functions as a coping mechanism to deal with anxiety or 
depression, and the effects of drugs and alcohol may also release disinhibtion 
(Grodner, 1992).
There is a growing body of evidence suggesting that dieting is not only ineffective in 
producing lasting weight change (lowering metabolic rate, therefore lesser amounts of 
food are needed to maintain body weight), but dieting may also be dangerous (Garner 
& Wooley, 1991; Polivy & Herman, 1987). There is evidence that dieting and bingeing 
are connected in some way (perhaps causally), and that dieting is a necessary and 
perhaps sufficient condition for disturbed eating (Huon, 1992). Added to this, dieting 
failures may lead to more pathological eating disorders (Killen, Taylor, Teich, Saylor, 
Maron, & Robinson, 1986; Polivy & Herman, 1987). Dieting may also have dangerous 
health consequences such as marginal malnutrition, fatigue, and increased risk of 
osteoporosis (Grodner, 1992). It must be noted however that dieting does not 
necessarily lead to eating disorders, most dieters do not develop anorexia nervosa.
It seems that dieting can have a psychological and biological effect on individuals 
making them more prone to over eating or bingeing. Dieting may produce chronic 
stress for the "restrained eater" in battling to keep control over food intake. This stress 
may itself lead to over eating. If dieting produces weight loss, this loss may result in a 
weight below an individual's genetically determined "set point" weight and then the "set 
point" weight may be biologically maintained (Nisbett, 1972). Therefore, the body 
becomes more efficient in its utilisation of energy with repeated periods of weight loss 
and gain. Binge eating may then be considered biologically adaptive, it may represent 
one way for the body to increase weight to a more biologically suitable level (Nisbett, 
1972). Prolonged history of dieting attempts can constitute a risk factor for bulimia
nervosa (Striegal-Moore et al.,1986). These authors propose that this is the case as 
often the only way to get to a weight loss goal after repeated dieting attempts is through 
some type of purging (eg., vomiting, laxative abuse, excessive exercise, etc.).
It appears that sometimes this more "biologically suitable" weight increase is often at 
odds with what is considered culturally appropriate or fashionable. For example, a 
woman whose weight is close to the population mean for age and height (or even below 
it) may be seen as, and feel to be overweight by society/fashion standards. Several 
studies attest to the fact that a significant proportion of women feel too fat when they 
are in fact within the healthy weight range (Abraham et al., 1983; Cooper & Fairburn, 
1983; Cooper, Taylor, Cooper, & Fairburn, 1987; Craig & Caterson, 1990; Crawford & 
Worsley, 1988).
It seems that this current preoccupation with slimness and weight loss among women 
has been growing over the last 20-30 years. Interestingly enough, Huon (1992) reports 
that there was no entry for "diet" or "body dissatisfaction" for the period 1965-1973 on 
PSYCHLIT (an index of literature pertaining to research in psychology). From the mid 
1970's until the present there has been a copious generation of academic articles 
related to diet and body image, perhaps paralleling society's change in this direction.
The media appears to play a role in perpetuating Western societies' preference for a 
slim female body, as there have been huge increases in the number of diet related 
articles in magazines (Garner et al.,1980; Reilly, Yann, & Cumming, 1987; Wiseman, 
Gray, Mosimann, & Ahrens, 1990). Wiseman et al. (1990), in an update of Garner et al. 
(1980), found that there was a further increase in diet, and now exercise related articles 
in women's magazines between the years 1979-1988. The trend for such a fixation on 
diet, slimming and exercise seems to be growing. The September issue of almost every 
women's magazine in Australia carries features concerning weight loss diets, 
anticipating that the approach of summer will cause many women to feel concerned
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about their body shape and will embark on weight loss diets and exercise regimes (Go, 
1992).
Similarly, the measurements of women in Playboy magazine and finalists in US beauty 
contests have become significantly smaller over the years from 1959-1978. The 
average weight of these female "ideals" has declined gradually by a total of 3.4 kg, 
whereas the average weight of women of a similar age in the community has increased 
by 2.6kg (Garner et al.,1980). According to Garner et al. (1980) this indicates changes 
in societal preference for a smaller ideal body shape between the years 1959-1978. 
Wiseman et al. (1990) have found that Miss America contestants showed a significant 
further decrease in expected weight between 1979-1988. American women's "ideal" 
body image has stabilised at 13-19 % below expected weight. Therefore the trend in 
women's ideal body size found by Garner et al. (1980) has decreased even further.
This shrinking ideal shape for women, together with society's trend for increasing body 
weight may prove too dangerous for some vulnerable women, increasing their chance 
of excessive, frustrating, futile dieting.
A large random population survey of Adelaide women aged between 18-86 years, 
found that the likelihood of a woman never having attempted a weight loss diet 
increased with age (Crawford & Worsley, 1988). interestingly enough, more than half of 
the women over 55 years had never dieted. (It is possible that when these women were 
adolescents there was less pressure to be ultra slim, and to use dieting as a method of 
weight control.) In this (1988) Adelaide study, 38 % of women had dieted in the last 
year, 43 % were currently attempting to lose weight, however only 60 % of these were 
overweight and 34 % were not overweight. Sixty-eight percent exercised, 15% had 
fasted, 10% had taken slimming tablets, 6% had used diuretics, and 3% had used 
laxatives in an attempt to lose weight. The most popular diet, attempted by 22% was 
Weight Watchers, followed by a low carbohydrate diet (18%) and a vegetarian diet
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(13%). A majority were dissatisfied with the shape of their hips, buttocks, midriff, waist, 
and thighs (Crawford & Worsley, 1988).
Research by Craig and Caterson (1990) in Australia continues this trend for women to 
strive towards a slimmer ideal, while overweight men are generally more accepted. 
Craig and Caterson (1990) found an over concern in acceptable weight females with 
the deviation from their "ideal" weight, and many perceived themselves as being larger 
than they in fact were. Therefore, if this data is considered along with the data of 
Abraham et al., (1983), Crawford and Worsley (1988), and Huon et al. (1988) it seems 
safe to assume that it is "normal" in Australia for women to be dissatisfied with their 
weight/shape and to engage in bouts of dieting to try and change it. The fact that a high 
percentage of slim, acceptable weight women are dissatisfied with their shape may be 
due to them attempting to conform to more recent cultural expectations of female body 
shape. Garner et al.(1980) have noted that there has been a shift in the idealised 
female body shape from the rounded figures of the 1950's to a more lean, angular 
shape.
Kalucy (1987) notes that in recent years food habits have been secularised so that the 
Church no longer is the moral guide to eating, this has been replaced by doctors and 
nutritionists. Kalucy (1987) suggests that the "nexus between traditional cultural values 
and our manner of eating has been broken and a new nexus is forming" (p.529). This 
change however can produce new syndromes of eating pathology. As a result of this 
change, the medical fraternity and nutritionists have concentrated on alerting the 
general public to the health dangers of obesity. Kalucy (1987) suggests that this has 
been controversial as it is unclear exactly what constitutes obesity, and when it 
becomes a health danger. However following on from this, the "health" industry has 
delivered strong warnings and mounted many campaigns advocating weight reduction 
as a means to improve long term health. This has generated an enormous commercial 
enterprise. What these weight programmes do not mention is that weight loss is very
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hard to achieve and even harder to maintain, except for a minority of persons (Garner & 
Wooley, 1991; Polivy & Herman, 1987).
What has mostly occurred is that large numbers of women have been "seduced" into 
thinking that it would be desirable and admirable for them to lose weight, and of course 
this is mostly an exercise in frustration as statistics demonstrate the lack of success in 
weight loss diets. The fact that most of the people seduced into this way of thinking are 
women is ironic, as more men are overweight than women (O'Dea, 1992). Despite the 
publicity by health authorities, it is mostly beauty rather than health that motivates 
prospective female dieters (Williams & Roughan,1986). This is not surprising when one 
considers the unfortunate timing of this "health revolution"; this concentration on 
obesity occurred approximately at the same time in history as the trend for a very slim 
female body reached its peak.
In accordance with this is the burgeoning of the so called "health food" industry. These 
"health foods" have attained some moral qualities in the general community, people are 
encouraged by moral arguments to eat "natural healthy foods" as opposed to 
"unnatural unhealthy foods" (Robertson, 1992). Garfinkel and Garner (1982) propose 
that in societies with an overabundance of food, thinness has come to be associated 
with a person's ability to maintain self-control. This is particularly pertinent to women, 
where sometimes it is considered more "ladylike" to maintain self-control in the face of 
temptation; to take small serves of food etc.(Chaiken & Pliner, 1987). For some women, 
self-restraint (and even self-starvation) can be an expression of moral strength and 
willpower (Robertson, 1992). Abraham and Llewellyn-Jones (1984) report that women 
receive messages from the media that slim equals successful and fat equals failure. 
Garner et al. (1984) would go so far as to propose that slimness is associated with 
being upper class and having power, and fat or overweight is associated with working 
class and child rearing. Ben-Tovin (1992) goes even further to suggest that the ideal 
body shape is now so lean that it looks as if it could not have ever borne children. He
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suggests this is consistent with a changing society, where child bearing is no longer the 
most important female contribution to family wellbeing, but participation in the 
workforce is paramount (Ben-Tovim, 1992). It is possible that this changing ideal 
female shape is consonant with this.
The concentration on the attack of obesity by the medical fraternity,(as well as the 
burgeoning of the health food industry) at the same time that a thin body shape for 
women became so popular, appears unfortunate as thinness has come to be equated 
with "health". It appears that these factors when associated with the huge changes in 
the developmental history of women (eg., the development of earlier puberty) and the 
significant changes in expectations of women by society, may all combine to produce 
even larger risks associated with dieting for women. Kalucy (1987) suggests that these 
factors when combined, may be the reasons why eating disorders have become more 
common, and may have produced increasing groups of women suffering with significant 
weight concerns and disturbed eating patterns.
It appears then that dieting produces disrupted eating, possibly binge eating and 
usually considerable frustration and distress in trying to achieve the unachievable. How 
does dieting relate to full blown eating disorders?
The increased incidence of anorexia and bulimia has been related to the growing quest 
for a slim, fit, body shape and to the dieting that such a quest appears to necessitate 
(Polivy & Herman, 1987). Extreme dieters have also demonstrated some of the classic 
symptoms of the eating disorders, including binge eating and self-induced vomiting, 
without any other signs of psychopathology (Thompson & Schwartz, 1982; Wardle, 
1980). Dieters are often as equally preoccupied with their weight as those with 
diagnosable eating disorders (Garner, Olmsted, & Garfinkel, 1983; Garner, Olmsted, 
Polivy, & Garfinkel, 1984). It also appears that dissatisfaction with one's body image 
and the desire for perfection that is so typical of eating disorder patients occurs in
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normal dieters (Garner et al., 1983; Garner et al., 1984). Even bulimia itself and obesity 
have been paradoxically linked to attempts to lose weight through dieting (Garner & 
Wooley, 1991; Orbach, 1978; Polivy & Herman, 1985).
Whilst dieting appears to be linked to all the major eating disorders, some researchers 
have even gone on to suggest that dieting is an early form of eating disorder, proposing 
a causal link (Fries, 1974). Fries (1974) has suggested that dieting even for justifiable 
cosmetic reasons may lead to anorexic behaviour or may even develop into classical 
pictures of anorexia and bulimia.
In many studies it is difficult to distinguish between psychological symptoms that 
motivate dieting and those that result from dieting. One of the best studies that 
differentiates uncomplicated dieting is the seminal semi-starvation study by Keys, 
Brozek, Henschel, Mickelson, and Taylor (1950). Volunteers that were psychologically 
healthy prior to the study were put on a very low calorie diet for six months, in which 
they lost approximately 25 % of their original body weight. Many experienced dramatic 
attitudinal, behavioural, and emotional changes during the weight loss, and some 
produced dramatic changes to personality profiles after as little as 10 pounds weight 
loss. Most experienced bouts of depression, anxiety, irritability, anger, and mood 
swings, that were temporary for some but prolonged for others. About 20 % 
experienced extreme emotional degeneration and some had to be hospitalised as they 
were so debilitated by psychological distress.
Keys et al. (1950) note that these emotional changes did not immediately abate after 
nutritional rehabilitation. Some of the changes persisted for weeks, with nutritional 
rehabilitation resulting in increases in depression, argumentativeness, and irritability for 
some. Some more recent research with weight loss in normal weight dieters has 
produced equivalent results of psychological and physical complications (Fichter, 1985; 
Laessle, Tuschl, Kotthaus,& Pirke, 1989; Thompson, Palmer, & Peterson, 1988).
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Therefore, Garner and Wooley (1991) conclude that while psychological problems may 
motivate some people to diet and lose weight, there is much evidence to suggest that 
psychological symptoms are a common result of dieting and concomitant weight loss in 
those who are not obese. Garner and Wooley (1991) propose that for those who are 
obese, achieving clinically significant weight loss greatly increases the risk of negative, 
emotional reactions. In relation to the obese, they may be depressed in the first place 
about their weight, and experience a lifting of mood after weight loss, yet experience 
more depression after the inevitable weight gain. Garner and Wooley (1991) postulate 
that the psychological effects of repeated weight loss failures can be profoundly 
devastating even in those who are psychologically robust.
In accordance with these similarities in symptoms seen in "normal" dieters and those in 
eating disorder patients, some researchers have proposed a "continuum hypothesis". 
They suggest that there may exist a continuum with normal eating on the one end and 
clinical eating disorders on the other, with different degrees of dieting and problematic 
dieting behaviours (eg. sub-clinical eating disorders) lying along it (Button & 
Whitehouse, 1981; Fries, 1977; Nylander, 1971). Nylander (1971) first proposed the 
continuum hypothesis when he found that after surveying Swedish female high school 
students that nearly 10% reported three or more symptoms of anorexia associated with 
weight loss attempts, and the majority felt themselves to be too fat. Nylander suggested 
that prolonged, heavy bouts of dieting produce starvation that actually triggers eating 
disorders. Fries (1977) found that women with a history of secondary amenorrhoea and 
weight loss displayed body size misperception and "anorexic attitudes" similar to eating 
disorder patients, yet did not satisfy a relatively strict criteria for anorexia nervosa.
Results from many empirical studies imply that eating disorders can occur in different 
severities, or can be said to lie along a continuum of severity (Bunnell, Shenker, 
Nussbaum, Jacobson, & Cooper, 1990; Button & Whitehouse, 1981; Fries 1977;
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Garner & Garfinkel, 1980; Garner, Olmsted, & Garfinkel, 1983; Garner et al., 1984; 
Thompson & Schwartz, 1982). This is supported by the wide range of scores found by 
both eating disorder patients and weight preoccupied normal dieters on behavioural 
and attitudinal measures in these studies.
Various researchers using different measures (usually the Eating Disorder Inventory; 
EDI (Garner, Olmsted, & Polivy, 1983) and the Eating Attitudes Test; EAT (Garner & 
Garfinkel, 1979)) have found elevated scores suggestive of eating disorders in non- 
clinical university student samples (Button & Whitehouse, 1981; Garner et al., 1983). 
Button and Whitehouse (1981) found that 6.3% of their female student sample scored 
in the anorexic range on the EAT. Garner et al. (1984) have shown that dieting, weight 
preoccupied normal women demonstrate high scores, comparable to those of anorexic 
patients on factors associated with weight preoccupation, such as the Drive for 
Thinness and Body Dissatisfaction subscales (of the EDI). More surprising however, is 
that a smaller number of weight preoccupied, ostensibly normal women dieters 
produced scores comparable to those of anorexic patients on some scales concerning 
general psychopathology (eg .Ineffectiveness, Interpersonal Distrust, Maturity Fears, 
Interoceptive Awareness etc. off the EDI). These results seem more consistent with the 
results found by Keys et al. (1950), where normal dieters evidenced symptoms of 
general psychopathology.
Similarly, Bunnell et al. (1990) found that when sub-clinical eating disorder and definite 
diagnostic groups were compared across a number of eating pathology and general 
psychological variables, (eg., depression, borderline personality, and general 
psychiatric symptoms) that the sub-clinical anorexia patients showed levels of 
psychological disturbance comparable to patients with a definite diagnosis. However, 
patients with sub-clinical bulimia did not so closely resemble those with a definite 
diagnosis on measures of general psychopathology, yet they did exhibit similar levels 
of bingeing and vomiting. Bunnell et al. (1990) suggest that the strict DSM-lll-R criteria
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for diagnosis of anorexia nervosa may be too strict, in that it excludes patients with 
perhaps milder eating pathology (at least with higher weights), but with comparable, 
clinically significant psychological distress.
Such studies have been used as evidence that eating disorders lie at the end point of 
severity on a continuum of eating disturbance, where normality lies at one end and 
severe eating disorders lie at the other, with the milder sub-clinical forms arranged 
along the continuum. However, this theory also assumes that there are qualitative 
similarities between true eating disorders and sub-clinical or milder forms, and that 
differences are just a matter of degree, with normal eating representing an absence of 
features of pathology. It should be noted however that in Garner et al. 's (1984) study, 
the majority of weight preoccupied dieting women displayed a more "benign” profile, in 
that they only scored in the anorexic range on the Drive for Thinness, Body 
Dissatisfaction, and Perfectionism subscales (those that relate to dieting & weight 
concerns per se.). They scored within the normal range on all other subscales 
concerning general psychopathology. The authors conclude that the weight 
preoccupied group only superficially resemble those with clinical eating disorders. They 
resemble them in relation to extreme concerns with weight and shape, not in terms of 
the more central deficits proposed by such authors as Bruch (1973, 1978) and Selvini- 
Palazzoli (1974) (such as lack of interoceptive awareness and interpersonal distrust).
There have been a considerable number of studies that have attempted to demonstrate 
that there are qualitative differences between true, diagnosable eating disorders and 
the milder sub-clinical forms, characterised by extreme dieting and weight/shape 
concern. Similar to Garner et al. (1984), Olmsted and Garner (1986) factor analysed 
EDI subscales for a group of female university students who professed to control their 
weight via self-induced vomiting. The first cluster consisted of 10% of these women, 
and they scored as high, if not higher than eating disorder patients on all EDI 
subscales. The majority of college women (43%) only had high scores on those
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pertaining to eating and weight concern. A third cluster (47%), had scores within the 
normal range on all subscales despite the fact that they practised self-induced 
vomiting.
Thompson, Berg, and Shatford (1987) compared bulimic, "bulimic-like" (they did not 
fulfil all the criteria for a DSM-III diagnosis of bulimia nervosa) and symptom free 
women on the EDI. They found that the bulimic-like group scored about halfway 
between the other two groups, but their scores on the Body Dissatisfaction subscale 
were closer to the bulimic patient group. Laessle, Tuschl, Waadt, and Pirke (1989) in 
comparisons between bulimic patients, restrained eaters and non-restrained eaters 
found that restrained eaters differed significantly from non-restrained eaters, and 
scored similarly to bulimics, but to a lesser degree, on measures of dieting behaviour 
and physical appearance (Drive for Thinness, Body Dissatisfaction, and the Body 
Shape Questionnaire (Cooper, Taylor, Cooper, & Fairburn, 1987)). The patient group 
had significantly higher scores on each EDI subscale than the other groups and the 
restrained and non-restrained eaters were statistically indistinguishable on measures of 
perception of internal awareness, depression, self-esteem, and fears about maturity 
and social relationships. Laessle et al. (1989) propose that the continuum hypothesis is 
not upheld with respect to these general psychopathological traits, as their bulimic 
patients could be clearly differentiated from both restrained and non-restrained eaters. 
They propose a two component model to anorexia and bulimia. One component 
concerns psychopathology relating to body shape, appearance and eating, and a 
second relates to fundamental disturbances associated with general psychopathology.
It appears that most of the studies support the view that while many chronic dieters 
share the intense weight and shape concerns of eating disorder patients (including 
many of the behaviours); they do not share the core psychological attributes 
concerning general psychopathology and "ego deficits" (eg. lack of interoceptive 
awareness, maturity fears, and feelings of ineffectiveness)- apart from a very small
subgroup of extremely weight preoccupied dieters. However Bunnell et al. (1990) found 
that sub-clinical anorexics were as pathological on all measures as the true anorexics. 
This former view is also in contrast to the findings of Keys et al. (1950) on the negative 
psychological consequences of dieting for non-clinical volunteers. Keys et al. (1950) 
described bouts of depression, mood swings and irritability after stringent dieting that 
were short for some but more protracted for others.
Bruch (1973) has suggested that true anorexia nervosa can be differentiated from 
milder eating disorders by quite specific ego deficits that relate to : 1] body image, 2] 
interoceptive perceptions, and 3] feelings of ineffectiveness. Therefore, associated with 
this, the need to control body weight can come to be associated with a struggle to gain 
autonomy. Selvini-Palazzoli (1978) has gone further to suggest that apart from these 
perceptual and conceptual disturbances, anorexics also suffer from an intense 
interpersonal distrust.
It seems that if sub-clinical eating disorders are investigated solely observing 
individuals' scores on scales measuring concern with weight and shape and attitudes 
towards food, they will appear very similar in characteristics to true eating disorder 
patients. If, however scales concerning core psychological attributes associated with 
eating disorders are examined (eg., interoceptive awareness, maturity fears, and 
interpersonal distrust etc.), then qualitative psychological differences between these 
two groups may be seen.
It appears that the two-component model of anorexia and bulimia nervosa has received 
more recent support. This model, as mentioned, proposes that one component of 
psychopathology surrounds intense concern with body shape and weight, and due to 
the ensuing dieting, is sometimes associated with a propensity to lose control over 
eating. "Normal" chronic restrained eaters probably share in the concerns associated 
with this first component to a greater or lesser degree. The second component of
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psychopathology contains features that have been described as fundamental to the 
eating disorders; deficits such as distorted interoceptive awareness, maturity fears, 
ineffectiveness and interpersonal distrust. It appears that less people share in the 
perceptual disturbances and ego deficits that are associated with the second 
component described by Bruch (1973) and Selvini-Palazzoli (1978). Perhaps only 
those with diagnosable cases of anorexia and bulimia nervosa and a very few weight 
preoccupied dieters share in this second component. Several researchers subscribe to 
this two-component theory (Garner et al., 1984; Laessle, Tuschl, Waadt, & Pirke, 1989; 
Polivy & Herman , 1987).
What is not clear from these studies is the status of these very small groups of weight 
preoccupied dieters who present such a pathological profile, do they in fact have an 
undiagnosed eating disorder, or do they have a sub-clinical or "sub threshold "eating 
disorder ?(Fairburn & Garner, 1986). What is also not clear from the research so far is, 
if there exists a type of continuum or continuity between the two components. That is, at 
present it cannot be ascertained if there is an automatic progression from symptoms in 
the first component to the perceptual disturbances and ego deficits in the other, or if 
some individuals may maintain a sub-clinical condition without further pathological 
progression. Garner, Garfinkel, Rockert, and Olmsted (1987), in a prospective study 
postulate that elevated Drive for Thinness and Body Dissatisfaction subscale scores 
(EDI) put an individual at risk of developing a frank, diagnosable eating disorder.
Some of the confusion between sub-clinical or sub-diagnostic and diagnosable eating 
disorders, and between anorexia (bulimic subtype) and bulimia nervosa may be 
overcome if the recommendations by Beumont, Garner and Touyz (in press) are 
heeded. They propose a unitary approach to diagnosis, that the eating disorders 
should be conceptualised as "dieting" disorders, so that the emphasis is on weight 
control per se.. More specifically, they propose that the emphasis should be on 
preoccupation with weight loss and "magersucht" (inappropriate and excessive pursuit
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of thinness) (Beumont et al., in press). They posit that all those with eating disorders 
(those who are underweight, normal weight and obese), have attempted to control their 
weight and that this attempt has produced disastrous consequences; either emaciation, 
or intermittent gorging, and or purging.
Therefore, Beumont et al. (in press) propose that the term anorexia nervosa should be 
retained, and that all patients should be categorised according to three parameters: 1) 
body weight (emaciated, average, or obese); 2) presence or absence of purging 
behaviours; 3) episodes of binge eating; moderate (subjective bulimia) or severe 
(objective bulimia). They also propose the abandonment of secondary physical 
symptoms (such as amenorrhoea) which stop some patients receiving a diagnosis of 
anorexia nervosa. Beumont et al. (in press) recommend that only individuals with 
disturbance resulting in significant psychological or physical ill effects should receive a 
clinical diagnosis. The adoption of this new categorisation would stop the unnecessary 
and confusing view of the independence of anorexia and bulimia nervosa. This may 
also mean that less cases become referred to as "sub-clinical or sub-diagnostic", as a 
substantial number would receive a clinical diagnosis (rather than falling halfway 
between a diagnosis of anorexia and bulimia and not meeting enough criteria of either).
Whilst controversy still exists over the continuum hypothesis, dieting has, however 
been found to be associated with the early stages of eating disorders, and appears to 
be a core feature, even if this link is not causal. It has been associated with serious 
dissatisfaction with body shape, self-starvation, binge eating, and sometimes self- 
induced vomiting, and, in even fewer cases (of dieters) can produce considerable 
levels of general psychopathology (Bunnell et al., 1990; Garner et al., 1984; Keys et 
al., 1950). Bunnell et al. (1990) have called these former behaviours (dieting, weight 
dissatisfaction etc.) "prodromal" features of frank eating disorders, perhaps suggesting 
that these behaviours will inevitably lead to eating disorders in some way. Whether 
these conditions are labelled "sub-clinical" or "sub-threshold" eating disorders, does
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not alter the fact that this suffering occurs. In relation to true eating disorders, it has 
been found that the early recognition of anorexia nervosa leads to a better prognosis 
(Crisp & Kalucy, 1974; Fries, 1977). Therefore, it is important that the phenomenon of 
dieting is investigated further and the risks of dieting be made known to the general 
public (especially women and adolescents). Research into sub-clinical cases is 
important as this may produce crucial therapeutic implications.
Vegetarianism: Association with Anorexia Nervosa and Sub-Clinical 
Eating Disorders
Vegetarianism and red meat avoidance are not key symptoms of anorexia nervosa as 
only 50% of anorexics at most become red meat avoiders, and even less become true 
vegetarians (O'Connor, Touyz, Dunn, & Beumont, 1987). Most people who avoid red 
meat do not have eating disorders. Nevertheless, vegetarianism is a well known and 
well documented phenomenon in anorexia nervosa (Dally, Gomez, & Isaacs, 1979; 
Dwyer, Mayer, Kandel, & Mayer, 1973; Huse & Lucas , 1984; Kadembari, Gowers, & 
Crisp, 1986; O'Connor et al., 1987). Particular emphasis, however, has been on the 
avoidance of red meat. The prevalence of vegetarianism among anorexic patients has 
traditionally ranged from 2.5% to 45% (Dally et al., 1979; Kadembari et al., 1986), 
however most recent research indicates a prevalence of 54.3% (O'Connor et al., 1987). 
These prevalence rates may have changed in the last seven years since the 
publication of the O'Connor et al. (1987) data, as more recent empirical research 
concerning red meat avoidance in eating disorders is not known to have been 
undertaken since then.
There is no consensus on when this tendency to restrict animal flesh (particularly red 
meat) occurs. However review of a brief literature indicates that anorexics develop this 
red meat restriction (along with other various food fads), in the first stage of the
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disorder, or just before disorder onset when they first begin to diet to and lose weight 
(O'Connor et al., 1987). This is of course is a controversial point, as it is unclear at 
exactly what point on a continuum a stringent dieter becomes anorexic or develops a 
sub-clinical eating disorder. Red meat avoidance has also been shown to characterise 
the bulimic subgroup of anorexic patients (O'Connor et al., 1987).
Kadembari et al. (1986) found that vegetarian anorexics displayed greater overall 
abstinence (were more likely to use abstinence as a weight loss style rather than 
purging), were more likely to be hyperactive, consume large quantities of non calorific 
fluid, and were more "weight phobic" than meat eating anorexics. Kadembari et al. 
(1986) suggest that vegetarian anorexics' families tended to be significantly more over 
protective and enmeshed, and their mothers were more likely to be weight conscious 
and their fathers more fearful of illness. Perhaps vegetarianism, and even just red meat 
avoidance are a mere part of the overall dietary restraint characterised by anorexics. 
Alternatively, it may have some special significance as a food fad.
Red meat avoiding anorexics have been found to have a significantly longer duration of 
the illness and a lower body mass index (BMI) during it's course (O'Connor et al.,
1987). The mean duration of anorexia nervosa of the non-meat eaters was 4.6 years, 
and of red meat avoidance, 2.5 years. The mean illness duration for those patients who 
ate meat was 2.4 years. O'Connor et al. (1987) suggest that it is possible that these 
meat eating anorexics may go on to refrain from eating meat at some time in the future. 
O'Connor et al. (1987) propose that these red meat avoiding anorexics may compose a 
more severely affected group. In respect to physical complications in vegetarian 
anorexics; Shur, Alloway, Obrecht, and Russell (1988) found that vomiting, and food 
restriction with vegetarianism appeared more likely to lead to neuromuscular and 
haematological complications, than either food restriction alone or laxative abuse. 
Vegetarian anorexics more commonly suffer from iron deficiencies and more 
associated serious illnesses than red meat eating anorexics (O'Connor et al.,
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1987).The question must arise, does being a red meat avoider produce greater 
anorexic symptoms? This question will be further addressed.
One way of examining the issue of red meat avoidance in anorexia nervosa can be in 
the context of socio-cultural influences on weight. These influences have already been 
alluded to by Kalucy (1987). He proposes that it has been very unfortunate for many 
women that the medical profession and public health model have targeted the "curing" 
of obesity, and the advocating of "health" foods, at approximately the same time in 
history that fashion dictated the importance of a slender female body. This has come to 
mean that thin is equated with healthy in the minds of many people. Associated with 
this paradoxical intent of health has been the emergence of many unscientific and "cult­
like" attitudes to food and health (Kalucy, 1987). Some foods and some eating styles 
have attained "magic", therapeutic, health properties, and vegetarianism/red meat 
avoidance may be a part of this.
Kalucy (1987) proposes that in cultures that have embraced vegetarianism for many 
years, it can provide a very healthy diet. Yet when vegetarianism is introduced into a 
culture that has no religious or cultural traditions that can determine a healthy eating 
pattern, troubles can arise both of a nutritional nature, and eccentric eating patterns 
can be adopted by some, for the wrong reasons (e.g., anorexics). Kalucy (1987) reports 
most of his anorexic patients adopting vegetarianism after the onset of an eating 
disorder, in the context of cults and religions. Some just purport to follow it due to a 
belief in its moral rightness and "health" qualities. Kalucy (1987) postulates that many 
vegetarian anorexics use vegetarianism as a "spiritual escape", and that it can take on 
a defensive structure which becomes self-defeating. This style of eating (or non 
eating), can become more than a dietary pattern, it can take on personal meanings for 
the patient. They can use it to avoid confronting some of the important tasks of therapy: 
to gain weight and tackle the developmental issues of adolescence (Kalucy, 1987).
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Apart from health, vegetarianism can also be associated with the aesthetic's goals of 
self-control, purity, and, cleansing. Various authors propose that these goals are 
shared by many anorexics (Rampling, 1985; Robertson, 1992; Kadembari et al., 1986). 
The women of the middle ages who went on extended hunger strikes, or who were 
reported to survive only on the Eucharist also often professed not to eat meat. Their 
stance was associated with aestheticism, self-denial, purity, and religious martyrdom 
(Rampling, 1985). They were considered at the time to be either saints blessed with 
Divine strength or alternatively possessed with demons (Rampling, 1985; Amato & 
Partridge; 1989; Robertson, 1992). It is now thought that some of these women were in 
fact suffering from anorexia nervosa, and that they were possibly using religion and 
aestheticism as a defence or escape (e.g., Catherine of Sienna (Bell, 1985, Brumberg, 
1988)).
Another factor that may be pertinent to the red meat avoidance factor is that meat, 
particularly red meat is traditionally associated with strength and masculinity (Twigg, 
1984; Adams, 1990). Twigg (1984) suggests that in the United Kingdom meat is often 
served to strengthen men in the family and vegetarianism is often associated with 
"women's food". Women have been traditionally encouraged to show self-restraint and 
control over eating in the context of temptation (ie., choosing small "ladylike" portions) 
(Chaiken & Pliner, 1987).
Returning to the "moral" stance of red meat avoidance, Robertson (1992) proposes that 
eating styles and food types can contain moral messages, and that many people 
believe that some foods, especially "health foods" are morally superior to others. Some 
even see a vegetarian diet as morally superior to the more common omnivorous one. 
Driver (1983) suggests that vegetarianism has lost its reputation of the "equivalent of 
wearing sack-cloth and ashes" and has become the more moral or superior choice that 
sets one apart from the masses who eat fast food. (p. 13). Robertson (1992) asserts 
that people have come to express a moral superiority or difference from others by being
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able to control their appetite and what foods they deem acceptable. This is so 
especially in light of the recent increase in supermarket shopping, which has made a 
wider selection of different foods accessible to the lower classes (Robertson, 1992). 
People, especially women, may possibly acquire certain moral values by practicing 
self-restraint and adopting "healthy eating styles" (eg., vegetarianism) in the face of 
food abundance.
This concept of setting oneself morally apart from others, devising for oneself a rigid 
code of eating (of foodstuffs chosen or not chosen) is particularly pertinent to anorexia 
nervosa. This belief in the superiority of some foods over others, (including the 
obsession about food combinations that many anorexics develop), may be connected 
with self-starving behaviour and the belief in self-restraint as a symbol of goodness 
(Amato & Partridge, 1989; Robertson, 1992). These may all be associated with the 
aesthetic goals many anorexics embrace. For example, Robertson (1992) describes the 
beliefs of a 32 kilogram vegetarian anorexic woman; "I can't eat any more. I am no 
good as a person if I don't keep reducing how much I eat" (p.14). This is of course what 
many anorexics do.
Apart from the aesthetic, moral, and defensive associations with red meat avoidance is 
the concept of "health". Avoiding red meat may not only serve a symbolic social 
purpose, but may also allow the vegetarian anorexic to lower fat intake. Drewnowski, 
Pierce, and Halmi, (1988) and Kadembari et al. (1986) propose that red meat 
avoidance may be a type of fat avoidance. Kalucy (1987) also proposes that this move 
to vegetarianism serves the purpose to stave off hunger pangs for the anorexic by 
eating large amounts of fruit and vegetables. They can use this eating pattern to 
rationalise their situation. They are able to defend their unhealthy eating patterns as 
"healthy", as most health literature supports the view that it is healthy to eat large 
amounts of fruit and vegetables and to cut down on fats, particularly animal fats and 
protein. Kalucy (1987) goes even further to posit that this eating style can even
32
postpone treatment for the anorexic. The anorexic can remain ill for longer than would 
have been necessary, as she can use this justification of her eating style to discourage 
her parents from worrying about her food eccentricities as they are "healthy".
Even though there has long been the suggestion that anorexics avoid carbohydrates 
and eat adequate amounts of protein (Crisp & Kalucy, 1974; Russell, 1967). Theander 
(1970) proposed that anorexics prefer vegetables over meat, and more recent research 
indicates that anorexics have an aversion to food high in fat, and therefore calories 
(Drewnowski et al., 1988; O'Connor et al., 1987). The tendency to restrict red meat 
appears to be associated with this fat aversion, as well as sometimes serving for a sub 
group of anorexics an aesthetic, escapist, and often psychopathological purpose 
(Drewnowski et al., 1988; Kadembari et al., 1986; Kalucy, 1987; Robertson, 1992). 
Anorexics mostly give other reasons for the meat avoidance such as cruelty to animals, 
distaste, ecological, philosophic, and health reasons (O'Connor et al., 1987; Amato & 
Partridge, 1989). Therefore, they can give a socially acceptable reason for 
conveniently lowering fat content in their diets, as well as eating more low calorie 
vegetables, and these reasons are often positively reinforced in society (Drewnowski et 
al., 1988).
The fact that often other types of meats are eaten (eg., poultry and fish) indicates that 
for at least some anorexics, the choice to give up red meat cannot be due solely to 
philosophic, aesthetic, or cruelty to animals stance. As, why do they not give up poultry 
as well? Chickens also have to be slaughtered - is this not equally as cruel? It seems 
that for at least some anorexics their red meat avoidance is probably due to fat 
avoidance, as red meat has a reputation in the lay thinking of being higher in fat and 
calories than white meat (Mac Donald & Fantini, 1986)
The social acceptability of the red meat avoidance position has been reinforced by an 
increasing number of food faddists, who regard meat as high in fat and toxins, and
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even go so far as to suggest it is unhealthy (Dwyer et al., 1973). Research by the 
Australian Meat and Livestock Corporation concerning consumer attitudes towards red 
meat has found that such misinformation regarding red meat has resulted in 
increasingly negative attitudes towards it throughout the Australian community (Mac 
Donald & Fantini, 1986). The social acceptability of red meat avoidance for "health" 
reasons is thought to be one explanation for the red meat avoidance in anorexics, 
however, this may also be a tendency for women in the community. The social 
acceptability of the health food argument, the fact that red meat can be considered by 
some as unfeminine, and that women tend to be the "moral" guardians of food for the 
whole family (set a good example to the family), means that for many women they may 
choose to eat "superior healthy foods". That is, these women may chose not to eat red 
meat. (This may possibly be changing now after the recent addition of aggressive meat 
marketing promoting the eating of lean red meat to increase iron levels in women).
Nevertheless, for those women who do still avoid red meat, this may turn out to be 
another food fad that may be potentially dangerous to women if combined with dieting 
to lose weight. Can red meat avoidance more likely predispose normal women who are 
concerned with their health and weight, (and hence dieting) to developing an eating 
disorder? Especially as results from the Crawford and Worsley (1988) Adelaide study 
found that the third most popular weight loss diet followed by women was a vegetarian 
diet. This also has to be considered in light of the fact that O'Connor et al. (1987) have 
strongly suggested that the avoidance of red meat in patients with anorexia nervosa 
initially follows dieting behaviour.
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The Present Study
The present study is designed to analyse the relationship between meat avoidance 
(particularly red meat), and the occurrence of attitudes and behaviours found in eating 
disorder patients. Particularly if red meat avoidance, in some way, more easily 
predisposes women who are dieting to developing an eating disorder. The research is 
also designed to analyse the relationship between dietary restraint and the presence of 
eating disorder symptoms in a non-clinical female sample. In particular, the effects of 
the combination of red meat restriction and dietary restraint will be analysed with 
regard to eating disorder psychopathology (as shown on various eating disorder 
inventories; eg. EDI-2 (Eating Disorder Inventory-2, (Garner, 1991), EAT, Eating 
Attitudes Test, (Garner, Olmsted, Bohr, & Garfinkel, 1982) etc.).
Therefore by examining a group of ostensibly normal women (selected so far as 
possible to represent the population from which they were drawn), the study aims to 
demonstrate that women who avoid red meat whilst dieting are more likely to evidence 
a higher rate of eating disorder psychopathology (or at least a higher rate of attitudes 
and behaviours found in eating disorder patients). Furthermore the present study may 
demonstrate that such women may be more at risk of developing a clinical eating 
disorder than those who diet and do not avoid red meat whilst dieting. Perhaps these 
women may move further along a weight/shape, eating related continuum than those 
who do not avoid red meat whilst dieting. These red meat avoiding, community dieters 
may demonstrate a higher rate of pathology on shape and diet related scales, but not 
necessarily on general psychopathology ("ego deficit") scales as the majority of past 
research does not suggest that sub-clinical or mild eating disorder cases, or "normal" 
dieters evidence elevated scores on such general scales (Garner et al., 1984; Laessle, 
Tuschl, Waadt, & Pirke, 1989; Olmsted & Garner, 1986). There may be a possible 
exception to this on scales measuring perfectionism and aestheticism. It is possible that 
such women who are intensely dieting and avoiding red meat may be considered to be
quite perfectionistic, and their reason for avoiding red meat may be associated, 
however loosely, with some sort of aesthetic stance as well as a desire to lower the fat 
content in their food (Garner, 1991; Robertson, 1992).
The study proposes to examine whether dieters who avoid red meat are more 
pathological dieters, show a higher degree of food fastidiousness (associated with 
eating disorders) and score higher on eating disorder scales than those dieters who do 
not avoid red meat. A secondary aim of the study is to investigate the numbers of adult 
Australian women dieting, what strategies they use, and why they wish to control their 
weight. There has been a dearth of information on the dieting habits of Australian 
women, particularly that of older Australian women (Crawford & Owen, in press). It is 
for this reason that information relating to dieting, including reasons for dieting, and 
weight control behaviours used, will also be elicited from subjects. More information 
especially needs to be collected relating to slim women who diet, or who are 
dissatisfied with their weight/shape, as this appears to be a growing trend and little 
research has been done on this in Australia (Crawford & Owen, in press).
It is important to obtain information regarding the dieting habits of Australian women for 
several reasons. Firstly, there is evidence that some weight reduction strategies are 
dangerous, eg. stringent dieting. Secondly, some of these strategies have been 
associated with the development of bulimia nervosa, eg. purging with laxatives or 
diuretics, and, dieting has been associated with binge eating. Thirdly, the adequacy of 
public health education programmes in Australia must be questioned when it is 
considered that there is little information on weight loss behaviours of women in the 
community (Crawford & Worsley, 1988). Most of the information on disordered eating 
behaviour comes from study of younger women (often adolescent) with eating disorders 
(Abraham, et al., 1983; Crawford & Owen, in press).
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Therefore, information is needed on more mature women, especially as overweight 
increases with age, and attitudes towards body weight may be expected to change with 
age (Crawford & Worsley, 1988). More specifically, Striegal-Moore et al. (1986) 
suggest that body fat increases in women as they mature, especially during pregnancy 
(when many women find it difficult to lose the fat accumulated at this time), and again at 
menopause. Slimness is associated with youthfulness, and the concept of youthfulness 
is very important in the industrialised countries like Australia (Striegal-Moore et al., 
1986). Therefore the quest for slimness would still be extremely relevant for women 
over their mid twenties (Gupta & Schork, 1993; Striegal-Moore et al., 1986). The fact 
that the study is being completed by adult women is important, not only for the 
preceding reasons, but also in view of the finding that bulimia nervosa can occur for the 
first time in older women (Striegal-Moore et al., 1986), and anorexia nervosa can 
sometimes even develop in the late 20's and early 30's (Russell &Gilbert, 1992).
The present study may provide important practical considerations for dieting behaviour 
in society in general, especially in relation to adult, Australian women. From this, risk 
factors associated with dieting may also be developed, so that early detection can take 
place before the development of frank eating disorders. This is important despite the 
fact that the incidence of diagnosed eating disorders is low (Hoek, 1991), as it seems 
that significant numbers of dieting women experience disturbed eating and weight 
concerns (Ben-Tovim, 1992). It is hoped that the current research may be of use in 
developing more appropriate public health strategies to address the epidemic of dieting 
behaviour in contemporary affluent cultures. Only women were chosen as subjects 
since women demonstrate stronger dissatisfaction with their body than men (Chaiken 
1987; Striegal-Moore et al., 1986), and the prevalence of dieting and eating disorders 
is much higher in women than men, (Anderson & Mickalide, 1983; Touyz et al., 1993; 
Wardle, 1987).
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HYPOTHESES
1. Women who avoid red meat and restrain their eating (diet) will demonstrate 
greater eating disorder psychopathology than those restrainers who do not avoid 
red meat.
2. Women who avoid red meat will demonstrate greater eating disorder 
psychopathology than those who do not avoid red meat.
3. Women who restrain their eating will demonstrate greater eating disorder 
psychopathology than those who do not restrain their eating.
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METHOD
Subjects
The sampling frame from which the subjects were drawn was the Australian Taxation 
Office in Canberra (ATO). A higher proportion of women in Canberra are in the paid 
workforce (67.7 %) than in the general Australian population (52.6 %) (Australian 
Bureau of Statistics, 1993). A large percentage of women in the Canberra workforce 
are in the public sector (Australian Bureau of Statistics, 1993). Therefore so far as 
possible the sampling frame can be considered to represent a profile of working women 
of Canberra. The ATO was also chosen as it is a large government department, 
employing a high number of women at varying professional levels, ranging from lower 
level clerical positions to Senior Executive Officers (SES).
Three hundred and sixty women were randomly sampled from the ATO in Canberra, 
using department records of women in the service. This may be considered an EPSEM 
sample (equal probability of selection method) (Babbie, 1973). That is, it may be 
considered representative of the population from which it was selected as all members 
of the population had an equal chance of being selected in the sample. These women 
ranged in age from 18 to 40 years, they included a wide range of public service levels. 
These levels ranged from ASO 1 (Administrative Services Officer grade one) to SOG A 
(Senior Officer Grade A). Older, employed women were used rather than students, as 
they are more representative of dieting women in the community, (Cooper & Fairburn, 
1983). This sample has less associated confounds than a student sample, as students' 
mean age tends to be quite low, around 20 to 21 years, and they tend to be a biased 
sample in that they are often all enrolled in the same first year psychology course 
(Babbie, 1973). Student samples have also shown to have inflated rates of dieting and
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inflated rates of abnormal diet behaviours, eg. bingeing and vomiting (Hawkins & 
Clement, 1980; Halmi et al, 1981). In contrast, women in this public service sample 
have a wider range of ages, and presumably a wider range of professional and socio­
economic back grounds.
Questionnaires were accompanied by a covering letter explaining the study and an 
endorsement by the Tax Office; these were distributed to all 360 women. The data was 
collected over a two week period. Participation in the study was voluntary. Seventy 
women could not be located due to departmental changes, leaving 290. One hundred 
of these were not interested in participating. Therefore, 190 of these 290 women 
returned completed questionnaires. Therefore, this final sample can only be considered 
a sub-sample of the original sampling frame, made up entirely of volunteers. This 
yielded an acceptance rate of 65.5 %. This may be considered a "good” response rate 
according to Babbie (1973). No information was available on those who failed to return 
their questionnaires, as the Tax department would not allow the questionnaires to have 
names on them or any other distinguishing feature, such as code numbers. Therefore 
there was no way these individuals could be traced. The mean age of the sample was 
27.9 years, (SD = 3.9 years).
The frequencies of professional levels represented were 1.0 % in the lowest clerical 
grade (eg. ASO 1), 6.7 % in the second lowest clerical grade (or equivalent), 13.3 % in 
the third clerical grade, 20.0 % in the fourth clerical grade (or equivalent), 15.6 % in the 
fifth clerical grade, 27.8 % in the sixth clerical grade, 8.9 % in the SOG C (or equivalent 
level), 6.7 % in the SOG B (or equivalent level), and 1.1 % in the highest clerical grade, 
SOG A (or equivalent).
The distribution of women in the Tax Office in the lowest clerical grade, ASO 1 is 2.0%, 
7.6 % in ASO 2 level, 9.8% in ASO 3 level, 16.8% in ASO 4 level, 11.2 % in ASO 5
level, 23.8 % in ASO 6 level, 17.8 % in SOG C level (or equivalent), 9.3 % in SOG B 
level, and 1.0 % in SOG A level.
Therefore, the sixth clerical level contained the highest percentage of women in both 
samples, followed by the fourth clerical level, and the highest clerical level made up the 
lowest proportion in both samples. In both the present sample and the sampling frame 
there is an over representation of high clerical levels. The range of frequencies of 
professional levels in this sub-sample appears reasonably representative of that found 
in the sampling frame.
Design and Procedure
The design is a cross-sectional survey, and a post hoc 2 x 2  factorial analysis was 
created from this sample. The two factors are red meat avoidance and dietary restraint. 
The first factor has two levels; red meat and no red meat, the second factor restraint, 
similarly has two levels, restraint and no restraint. The amount of eating disorder 
symptomatology was analysed examining the association between dietary restraint and 
red meat avoidance.
Independent Variables
Red meat avoidance and dietary restraint. Red meat avoidance was measured by a 
food questionnaire designed by the author;(see heading Food Questionnaire later in 
chapter and Appendix 2 for a copy of the Food Questionnaire). Dietary restraint was 
measured by the Restraint Scale (Revised; Herman, Polivy, Pliner, Threkeld & Minie 
1978) (also in Appendix).
Dependent Variables
Eating Disorder symptomatology was measured by :
• The Eating Attitude Test (EAT-26; Garner, Olmsted, Bohr & Garfinkel, 1982).
• The Eating Disorder Inventory-2 ( EDI 2; Garner, 1991).
• The Body Shape Questionnaire (BSQ; Cooper, Taylor, Cooper & Fairburn, 1987).
Classification and Dependent Measures
The Restraint Scale (Revised: Herman. Polivv, Pliner, Threkeld & Minie, 
1978)
Although the Food Questionnaire contained a question asking subjects if they were 
dieting, the Restraint Scale was used as the only measure to identify those subjects 
who were chronically dieting. The answer to this question on the food questionnaire 
was not used as the criterion for dieting /restraint as surveillance of the questionnaires 
revealed that some subjects received a score suggestive of restraint on the Restraint 
Scale, yet did not indicate that they were dieting on the Food Questionnaire. A more 
objective measure of the criterion of dieting was required (independent of the subject's 
opinions about their eating habits). Therefore, subjects were classified as being 
restrained or non-restrained according to their total score on the Restraint Scale.
The Restraint Scale measures the extent to which people display excessive concern 
with their weight and chronically diet to control it, irrespective of the extent of weight 
loss. (It can also reflect dieting that maintains weight at a level below that maintained 
by "normal" eating). The scale consists of two factors; Weight Fluctuation (WF) and 
Subjective Concern for Dieting (CD). The Weight Fluctuation factor taps not only real 
changes in weight but also taps the periods when most dieters "break" their diet and
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either eat normally or overeat. In the dietary restraint theory this is referred to as 
"disinhibition" of eating by dieters, often due to dysphoric mood (Polivy & Herman,
1985). The Subjective Concern for Dieting taps the dieter's deliberate attempt to restrict 
their food and the over concern with their weight and eating habits. The Restraint Scale 
measures dieting, taking into account successful and non successful dieters, it does 
not assume that successful caloric restriction can continue.
The Restraint Scale contains 10 items that have multiple choice answers. Each 
statement has five response alternatives on a Likert scale; never, rarely, sometimes, 
often, and always. Subjects score between 0 and 4 on each item (zero for the "never" 
response and between one and four for the remaining responses, with a score of four 
for the most symptomatic response). The scale contains 4 WF items and 6 CD items. 
These scores are summed to produce a total score ranging from 0 to 35. (Examples of 
questions can be found in the Restraint Scale in Appendix 2).
(In the present study only the total score was considered, as the study only 
necessitated the classification of subjects into restrained or non-restrained; CD and WF 
factors were not of interest in testing the main hypotheses of the study).
In the present study, subjects were designated as restrained or non-restrained on the 
basis of a median split of restraint scores. Subjects scoring 14 or less were considered 
non-restrained, and subjects scoring 15 or more were designated as restrained. This 
approach to designation was adopted on the basis of prior convention in the literature 
(Herman et al., 1978). However it is noted that some investigators propose that 
responses to the questionnaire form a continuous variable (Wardle, 1987). Therefore 
this dichotomous approach to scoring may not be appropriate in a non-research setting.
Ruderman (1983), in a study on the psychometric properties of the Restraint Scale 
divided the sample into two weight groups and found that the internal reliability (internal
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consistency) alpha was .86 in the normal weight sample and .51 in the obese sample, 
this difference reached significance. This was not of concern in the present study as a 
majority of the present sample fall into the normal weight range, with a mean BMI of 
22.3 and a SD of 5.2.
CD and WF factors are not orthogonal to each other - the average reported correlation 
between the two factors is .48, (SD =.19) (Heatherton, Herman, Polivy, King, & Me Gee, 
1988). It is clear from the relatively strong correlations found between CD and WF, that 
the two are significantly related to satisfy the demand that a single scale ought to 
measure a single construct, yet dissimilar enough that they do not yield redundant 
information (Heatherton et al., 1988). Therefore, considered as a single entity, the 
restraint scale displays acceptable levels of reliability - the mean inter-item and the 
item-total correlations appear to be within acceptable ranges (Heatherton et al., 1988). 
These relatively strong whole-scale reliabilities have also been reported by Blanchard 
and Frost (1983) (.72.), and Ruderman (1983) ( .86 ). Herman and Polivy (1975) found 
the internal consistently for the total score to be .75 and .68 and .65 for the WF and CD 
respectively. Therefore, the Restraint Scale appears to assess a unitary construct with 
adequate internal reliability and this was considered appropriate for the purposes of 
this study.
The Construct validity, or the extent to which the Restraint Scale measures the 
theoretical construct it purports to measure, has been examined using a principle- 
components factor analysis (Ruderman, 1983). Factors with eigen-values greater than 
one were retained and rotated orthogonally (Varimax). In Ruderman's (1983) normal 
sample, two factors emerged. The first factor reflected a Concern for Dieting 
Dimension, and the second factor reflected a Weight Fluctuation dimension. The first 
factor accounted for 32% of the variance and the second for 27%. Factor analysis 
results suggest that items concerning changes in body weight did in fact tap the weight
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fluctuation dimension in normal weight populations, and in this population the 
remaining items appear to tap a single construct; ie., CD (Ruderman, 1983).
When comparing the Restraint Scale with other variables, a further test of the scale's 
construct validity was examined. Ruderman (1983) reports that according to restraint 
theory, restraint is a different dimension from the degree of overweight dimension but 
should be correlated with it. The percentage of ideal weight (weight/ideal weight) and 
restraint scores were moderately and significantly related, (r= .37), ( Ruderman, 1983).
The Restraint Scale (Revised) (Herman et al., 1978) was chosen over the Three Factor 
Eating Questionnaire (TFEQ) (Stunkard and Messick, 1985) and the Dutch Eating 
Behaviour Questionnaire (DEBQ) (Van Strien, Frijters, Bergers, & Defares, 1986).
These were the only published measures of restraint known to the author at the time of 
writing. The Restraint Scale was chosen over these other scales as these measure 
several quite different, independent aspects of eating rather than a unitary construct; 
ie., cognitive restraint, disinhibition and hunger in the case of the TFEQ, and emotional, 
external and restrained eating in the case of the DEBQ . Both of these scales are 
factorially derived. The Restraint Scale however is empirically derived and simply 
identifies dieters regardless of eating style. Lanyon and Goldstein (1982) consider an 
empirically derived scale to be more predictively useful. Unlike the other two scales 
which measure successful caloric restriction o r ' successful' dieting, the Restraint 
Scale assumes that successful caloric restriction cannot continue, and that disinhibition 
of eating that leads to overeating will eventually occur. The Restraint Scale measures 
chronic dieting, successful or not, taking into account guilt over excessive eating which 
usually accompanies the disinhibition. Therefore, the Restraint Scale was selected as a 
measure of group membership as it was considered the most appropriate instrument for 
the purposes of the study.
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The EAT -26 ( Garner, Olmsted, Bohr, and Garfinkel, 1982 )
The EAT-26 is based on the original EAT (Garner & Garfinkel, 1979). The EAT is a 
standardised, self-report measure used to assess attitudes and behaviours 
characteristic of eating disorders. It is used as a screening devise rather than for 
diagnosis. The EAT can produce cut-off scores suggestive of eating disorders. It has 
been validated and analysed using groups of female anorexic patients and female 
controls, and it adequately discriminates between these (Garner & Garfinkel, 1979). 
This measure has been factor analysed into the following three factors; Dieting, Bulimia 
and Food Preoccupation, and Oral Control.
The EAT has been factor analysed and abbreviated to provide a 26 item scale; the 
EAT-26. This correlates highly with the original scale (r=.98). Items that did not 
increase the predictive power of the scale were eliminated. The EAT-26 can be 
separated into three distinct clumps of items or factors. The first factor that accounted 
for the largest amount of variance in the total EAT-26 has been labelled Dieting, and 
reflects a morbid avoidance of fattening foods and a preoccupation with being thinner.
It is not related to bulimic behaviour. Factor one is extremely reliable (alpha = .90) and 
correlates highly with the total EAT-26 (r = .93) (Garner et al., 1982).
Factor II was labelled Bulimia and Food Preoccupation and reflected thoughts about 
food as well as items pertaining to bulimia. This factor is positively related to bulimic 
behaviour and a heavier body weight (Garner et al., 1982). Factor III has been labelled 
Oral Control and reflects self-control of eating and perceived social pressure from 
others to gain weight. High scores on this factor are related to lower body weight and 
absence of bulimia. Garner et al. (1982) propose that due to a negative relationship 
between prognosis and both self-overestimation and bulimia, it is possible that Factor 
III could be related to a better prognosis.
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The EAT-26 consists of a Likert scale with 26 self-report statements that are rated by 
how best they apply to the subject. Each statement has six response alternatives 
("never", "rarely", "sometimes", "often", "very often" and "always"). If the subject 
nominates either of the first three responses they receive a "0" so that the score is not 
incremented . The latter three more 'pathological' responses receive scores of "1", "2", 
or "3" respectively. The scores are then summed to produce a total score that can 
range from 0 to 78. (Examples of response items can be found in the questionnaire in 
Appendix 2).
Garner et al. (1982) provide norms for a sample of anorexia patients as well as a non- 
clinical comparison group (the mean for the anorexic group was 36.1 (SD = 17.0) and 
the mean for non-clinical group was 9.9 (SD = 9.2) the medians were 36 and 6 
respectively). No test-retest reliability data have been reported. The EAT-26 can 
significantly predict eating disorder group membership, therefore providing acceptable 
criterion-related validity. Garner et al. (1982) report an internal reliability of .90 in the 
anorexic sample and .83 in the non-clinical comparison group.
A discriminant function analysis using EAT-26 total scores produced a rate of 83.6% of 
anorexic cases and non-clinical individuals correctly classified. Garner et al. (1982) 
propose that a cut-off score of 20 on the EAT-26 correctly classifies these anorexic and 
non-clinical controls according to membership. Apparently this cut-off score identified 
10 % of their sample as anorexic "cases". However it also yielded a significant number 
of "false positives" or individuals who have high scores on the measure but do not have 
a formal eating disorder on clinical interview. Nevertheless, Garner (1991) suggests 
that very few of those with low scores have eating problems, while those with high 
scores tended to have significant weight, shape and dieting problems.
The EAT has been used successfully as a screening measure for detecting previously 
undiagnosed cases of eating disorders in high risk groups (Garner & Garfinkel, 1980),
as well as identifying women with eating disturbances in non-clinical settings (Garner & 
Garfinkel, 1980; Button & Whitehouse, 1981; Thompson & Schwartz, 1982).
Most women who score highly on the EAT-26 do not satisfy clinical criteria for an eating 
disorder, (eg. on the DSM-lll-R). However, they often present with substantially 
abnormal eating habits and disturbed attitudes toward shape and weight, causing them 
considerable distress (Garner et al., 1982; Garner, 1991). Garner et al. (1982) report 
that a score of 20 or more is suggestive of symptoms common to anorexia, however 
they caution against viewing high EAT scores as diagnostic of anorexia in non-clinical 
groups.
The EAT-26 was chosen as measure of eating pathology since, as has already been 
described, it provides a reliable, valid, means of detecting women from a non-clinical 
sample who may have considerable concerns with body shape and weight and 
disturbed eating patterns.
The Eating Disorder lnventorv-2 (EDI-2; Garner. 1991).
The EDI-2 is the current version of the EDI, originally introduced in 1983 (Garner, 
Olmsted, & Polivy ). The EDI is a 64 item, self-report, multi scale measure of 
psychological and behavioural traits relevant to anorexia and bulimia nervosa. The 
original EDI contained eight subscales that were deductively derived, then empirically 
validated to differentiate between anorexia nervosa patients and a female college 
comparison group (Garner et al., 1983).Three of the subscales assess attitudes and 
behaviours concerning weight, shape, and eating (Drive for Thinness, Bulimia, Body 
Dissatisfaction). Disturbances in these are common among eating disorder patients, but 
such disturbances are also found among other groups of dieters. The other five 
subscales measure more general psychological traits which are purported by clinical 
theorists to be fundamental to the psychopathology of anorexia nervosa (Bruch, 1973;
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Selvini-Palazzoli, 1974). These subscales are labelled Ineffectiveness, Perfectionism, 
Interpersonal Distrust, Interoceptive Awareness, and Maturity Fears. Much of the 
prolific past research using the EDI is based on the original instrument.
The current version of the EDI, the EDI-2, retains the original 64 items and eight 
subscales but adds 27 additional items which creates three new constructs; the 
provisional subscales (Asceticism, Impulse Regulation, and Social Insecurity). Garner 
(1991), proposes that these provisional subscales were included on the premise that 
there is a growing body of thought that eating disorders are multidimensioned and multi 
determined. (Garner does not provide further evidence for including these new 
subscales).
When completing the questionnaire respondents must rate whether the item applies to 
them; "always", "usually", "often", "sometimes", "rarely", or "never" on a Likert scale. 
Responses for each item are scored between zero and three, with responses in the 
most symptomatic direction receiving a score of three ("always" or "never", depending 
on whether the item is responded to in the positive or negative direction). Responses 
for the immediately adjacent response receive a score of two, responses for the next 
adjacent response receive a score of one, and the three 'least symptomatic' responses 
receive a score of zero. Items only apply to one subscale score, and these subscale 
scores are produced by summing the item scores that contribute to that particular 
subscale. (The EDI-2 can be seen in Appendix 2).
Garner (1991) proposes that in non-clinical settings the EDI-2 can be used as an 
economical tool to identify people who may have sub-clinical eating disorders, or be at 
risk of developing frank eating disorders. Subscales of the EDI have been used in 
studies to select weight preoccupation, body dissatisfaction, and perfectionism criterion 
groups (Garner 1991). The EDI can be used as an effective research measure for 
assessing progress of patients. However, of particular importance for the present study,
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a number of studies have employed the EDI as a screening device, and to predict 
eating disorders in different populations (Allison, Kalucy, Gilchrist, & Jones, 1988; 
Garner et al., 1984; Garner & Olmsted, 1984; Garner, Garfinkel, Rockert, & Olmsted, 
1987; Gross & Rosen, 1988; Norring & Sohlberg, 1988; Rosen, Silberg, & Gross, 1988; 
Shore & Porter, 1990).
Allison et al. (1988) employed the EDI to identify weight-preoccupied women in an 
infertility clinic. They found that anovulatory women had significantly higher Drive for 
Thinness scores than women who were ovulating. Garner et al., (1984), using a cutoff 
score of greater than 14 on the Drive for Thinness subscale were able to identify a 
group of weight preoccupied female college and ballet students. Garner et al. (1987) 
found that those ballet students who eventually developed eating disorders had 
significantly higher Drive for Thinness and Body Dissatisfaction scores at initial testing. 
Gross and Rosen (1988) using the EDI with other self-report measures were able to 
identify high school boys and girls with bulimia.
There is less information available on the efficacy and efficiency of the EDI compared 
to the EAT, however correlations between the EAT and the Drive for Thinness subscale 
off the EDI that range from .77 to .89 have been described in the literature for female 
controls (Berland, Thompson, & Linton, 1986; Garner, Olmsted, & Polivy, 1983; Gross, 
Rosen, Leitenberg, & Willmoth, 1986; Raciti & Norcross, 1987). Therefore, as Garner 
(1991) suggests it is not surprising that studies using the EDI and EAT have attained 
consistent results.
Several analyses attest to the validity of the EDI apart from its ability to differentiate 
between anorexics and a non- clinical comparison group. The first analysis evidenced 
a generally high agreement between the anorexics self-report files and the clinical 
judgements of experienced clinicians. Correlations between patients subscale scores 
and clinicians ratings ranged from .43 to .68. Percentage of anorexic and comparison
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groups correctly classified derived from subscale scores and from all subscales ranged 
from 88.3% to 93.1%. A second analysis evidenced the fact that a small group of 
clinically recovered anorexics scored comparably with a group of controls on all 
subscales. Thirdly, a measure of convergent and discriminant validity was attested to in 
that subscales measuring like attitudes or traits were highly related to other instruments 
measuring similar constructs. For example, subscales measuring attitudes to shape, 
weight, and food were correlated to other such measures; Drive for Thinness had a 
significant correlation of .51 and .50 with the EAT and with the Restraint Scale 
respectively (p < .001 for each comparison). Subscales measuring more general 
psychological functioning had minimal correlations with measures of eating and shape, 
such as the EAT and the Restraint Scale, and had predictable correlations with other 
similar trait measures. All of these analyses of validity for the EDI were documented in 
Garner, Olmsted, & Polivy, (1983).
The EDI was chosen as a measure of pathology, as it appears to be compatible with 
the EAT in providing a reliable, valid and effective tool for identifying women who may 
present with sub-clinical eating disorders or who may develop eating disorders in the 
future.
EDI Subscales Used In The Present Study and Their Descriptions:
Drive For Thinness
This construct is derived from one of the central features of eating disorders; Bruch's 
"relentless pursuit of thinness" (1973, 1982). Most theorists propose that a clinical 
expression of this extreme drive to be thinner (or fear of fatness) is essential for a 
diagnosis of anorexia nervosa and bulimia nervosa (Bruch, 1982; Garner, 1991). This 
subscale contains items that relate to fear of weight gain, a concern with dieting, and a 
preoccupation with shape and weight. This subscale was chosen for the present study 
as it appears in the literature that women who score highly on this subscale can go on
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to develop a frank eating disorder (Garner et al., 1987). Elevated Drive for Thinness 
scores reflect weight preoccupation in both university and ballet student samples. 
Garner et al. (1984) found that of those scoring above the cutoff (scored greater than 
14 or 94th percentile) 75% had current or past eating disorders, and 25% were 
classified as "normal dieters", and none of those scoring 3 (55 th percentile) or below 
had eating disorders. Some examples of items in this subscale are; "I think about 
dieting" and "I am terrified of gaining weight".
Bulimia
Scores on this subscale reflect the tendency toward episodes of bingeing 
(uncontrollable overeating) and the impulse to engage in self-induced vomiting that can 
follow such bingeing. Binge eating is one of the classic and central features of bulimia 
nervosa (Polivy & Herman, 1987). This subscale was chosen as various studies have 
found that bulimia is common in many groups of women in the community, especially 
students, and that while this may not be at a level that would qualify for a formal 
diagnosis, it is associated with considerable distress (Cooper & Fairburn, 1983; 
Drewnowski, Yee & Krahn, 1988; Olmsted & Garner, 1986; Pyle et al., 1986). Some 
examples of items in this subscale are;" I eat when I am upset" and "I stuff myself with 
food".
Body Dissatisfaction
This subscale reflects the belief that certain parts of the body (eg. hips, thighs, 
buttocks) are too large, and it appears that these body parts are of greatest concern for 
eating disorder patients. It also measures dissatisfaction with overall body shape that is 
so common in many young women in Western societies (Cooper & Fairburn, 1983). An 
extreme form of this dissatisfaction is a central feature of eating disorders, and appears 
to be related to other body image disturbances which have also been considered basic
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deficits in anorexia nervosa (Garner & Garfinkel, 1981). Garner (1991) considers that 
body dissatisfaction plays a major role in initiating and later sustaining the weight 
controlling behaviours seen in those with eating disorders. It for this reason that this 
subscale was considered an important outcome measure in the present study. Some 
examples of items in this subscale are; "I feel that my stomach is too big" and "I feel 
satisfied with the shape of my body".
Perfectionism
This subscale measures excessive personal expectations for superior achievement. 
Bruch (1978) has suggested that the struggle to live up to high achievement standards 
is a central theme in eating disorders. Anorexia often occurs in families that are highly 
achievement oriented, and Garner et al. (1983) suggest that these families may 
magnify this culture's emphasis on material success. Slade (1982) suggests that both 
anorexia nervosa and bulimia nervosa develop from a critical condition that includes 
perfectionism. This subscale was chosen as a dependent measure as it was thought 
that it may be a necessary condition for the development of an eating disorder. Items 
on this subscale measure the belief that only the highest performance is acceptable, 
and that significant others expect this superior performance on all occasions. Some 
examples of this subscale include; "only outstanding performance is good enough in 
my family" and "I have extremely high goals".
Asceticism
This subscale measures the inclination to seek a higher spiritual ideal through means 
such as self-denial, self-sacrifice and self-control of bodily urges (Garner, 1991). 
Anorexia nervosa has long been associated with aestheticism as there has been a 
history of food refusal usually associated with religious fasting and aestheticism dating 
back to pre-medieval times (Brumberg, 1988; Rampling, 1985; Robertson, 1992).
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Associated with this is a concept of thinness as a virtue, and dieting as a form of both 
literal and symbolic cleansing. Even though this theory is less in favour now, some 
theorists still suggest that a smaller group of eating disorder patients are motivated by 
a need to demonstrate self-restraint (Garner & Bemis, 1982). Asceticism was the only 
provisional subscale chosen as a dependent measure as there has been a 
considerable body of research relating the avoidance of red meat with aestheticism 
(Adams, 1990; Amato & Partridge, 1989). Kadembari et al. (1986) go so far as to 
suggest that the common aesthetic's goals of self-denial, control, and purity are behind 
much of the behaviour of patients with anorexia nervosa. It was postulated that in the 
present study there may be an association between this subscale and the avoidance of 
red meat, particularly between this subscale and the combination of red meat 
avoidance and dietary restraint. Some examples of items in this subscale include; 
"Suffering makes you a better person", and "Eating for pleasure is a sign of moral 
weakness".
Ineffectiveness, Interpersonal Distrust, Interoceptive Awareness, Maturity Fears, 
Impulse Regulation, and Social Insecurity were not chosen as dependent measures as 
the majority of studies in the literature suggest that these general psychopathological 
traits (or "ego deficits") are usually more specific to cases of frank eating disorders, and 
are not usually elevated in sub-clinical variants or groups of seriously weight 
preoccupied women (Garner et al., 1984; Laessle, Tuschl, Waadt, & Pirke, 1989; 
Olmsted & Garner, 1986; Polivy & Herman, 1987). Similarly, only five subscales were 
analysed as these adequately addressed the questions under consideration.
Subjects were administered the whole EDI-2 even though only five subscales were 
used as dependent measures. This was undertaken as Garner (1991) cautions not to 
administer subscales in isolation as the validity and reliability established for the whole 
scale may not generalise to individual subscales. Also, subjects may endorse items
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differently if presented in one cluster. If these items are not "embedded" in items 
measuring different constructs, it may make the measured construct transparent.
The Body Shape Questionnaire (BSQ; Cooper, Taylor, Cooper, & Fairburn, 
1987).
The BSQ is a self-report instrument measuring concerns about body shape. In 
particular it measures the phenomenal experience of feeling "fat". Concerns with body 
shape, especially dissatisfaction with current shape and a feeling of being too fat 
appears to be endemic in many western cultures (Cooper & Fairburn, 1983). 
Community samples of American, Swedish and British teenagers have found high 
levels of body dissatisfaction despite the fact of being within normal weight range 
(Dwyer, Feldmen, & Mayer, 1967; Nylander ,1971; Wardle & Beales, 1986). Older 
women have demonstrated similar dissatisfaction despite being normal weight, 
including persistently feeling fat (Cooper & Fairburn, 1983; Crawford & Worsley, 1988). 
However this dissatisfaction is also a central theme in the eating disorders.
In 1962, Bruch proposed that disturbance of body image was an important feature of 
anorexia nervosa. In fact, a persistent extreme over-concern with body shape is now 
considered a necessary condition for the diagnosis of both anorexia nervosa and 
bulimia nervosa according to the DSM-lll-R (American Psychiatric Association, 1987). 
Cooper et al.(1987) suggest that this body shape disturbance can range from a mild 
dissatisfaction with particular 'troublesome' body parts, (eg. hips and thighs) to a 
loathing or vilification of the whole body.
The self-report questionnaire consists of 34 items constructed with a six point Likert 
scale. Respondents must rate how each item best applies to them; either "never", 
"rarely", "sometimes", "often", "very often", or "always". If the respondent nominates 
the response furthest in the asymptomatic direction ("never") they receive a score of
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one, if they nominate a response next in the asymptomatic direction ("rarely") they 
would receive a score of two .This sequence is followed so that if they nominate the 
response furthest in the symptomatic direction ( "always") they would receive a score 
of six. Total scores can then range from 34 to 204 (see BSQ in Appendix 2).
The items were empirically derived by interviewing groups of women with anorexia and 
bulimia, as well as women on weight reduction diets, those attending exercise classes 
and female university students (Cooper et al., 1987). The rudimentary questionnaire 
was then administered to patients with bulimia nervosa and the three other groups of 
women to establish questionnaire validation. Items that did not significantly differentiate 
between the groups were eliminated. Cooper et al. (1987) found that BSQ scores of the 
patients were significantly higher than those of non-patients (M = 136.9, SD = 22.5 for 
the patients and M = 81.5, SD = 28.4 for the community sample).
Cooper et al. (1987) suggest that concurrent validity was established, as among 
patients the BSQ correlated "moderately highly" with the EAT (r=.35) and "very highly" 
with the EDI Body Dissatisfaction score (r=.66). For the non-patient sample the BSQ 
correlated "very highly" with the EAT score (r=.61 )(Cooper et al., 1987).
The BSQ's discriminant validity has also been examined. In a community sample those 
women who independently professed to being concerned about weight and shape 
scored significantly higher than those who did not profess to be concerned with their 
weight. Likewise, community "cases" of bulimia nervosa scored significantly higher than 
"non-cases" on the BSQ. There was overlap between the scores of bulimia patients 
and the comparison group. However, Cooper et al. (1987) caution that this is not 
altogether unpredicted as this body dissatisfaction construct is known to vary 
considerably in intensity, both within normal and patient populations. Cooper et al. 
(1987) propose then that the BSQ is a useful measure of extent of psychopathology, 
rather than a means of case detection. Therefore, the BSQ was chosen as an
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dependent measure as it can provide a reliable and valid measure of one, very 
important, central feature of eating disorders: body shape dissatisfaction. This has also 
been shown to be an important feature in sub-clinical eating disorders as well as 
varying greatly in community samples.
Demographic Information
Demographic information regarding age, public service level, current marital status, 
and highest education level achieved was elicited for each subject. These are standard 
variables that are obtained in most surveys and are recommended by Moser and Kalton 
(1975). Height and weight (and hence body mass index, BMI) were also elicited for 
each subject. This anthropomorphic data was collected as it is accepted practise in 
eating disorder research, (Garner, 1991; Garner & Garfinkel, 1985; Garner et al.,
1984). This data allows for an analysis of the association between body weight and 
eating disturbance to be examined. The validity and reliability of self-reported height 
and weight has been established in studies by Stunkard and Albaum, (1981), Palta, 
Prineas, Berman, and Hannan, (1982), and Stewart (1982).
Food Questionnaire
A self-reported food questionnaire was used to measure the independent variable of 
red meat avoidance. (See Food Questionnaire in Appendix 3.) The questionnaire was 
developed by the author, with the guidance of a qualified dietitian, as no published 
instrument existed that elicited information regarding avoidance of meat and reasons 
for doing so. It was first tested on a pilot sample of 12 women of equivalent age to 
those in the sample. It was found to be adequate for the purposes of the study as it 
discriminated between those who did and did not avoid red meat and produced 
unambiguous responses.
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The questionnaire elicited different types of meats eaten and avoided, including 
frequencies of meat eaten and avoided, and respondents were also asked to list why 
they avoided certain types of meats. The avoidance and frequency of meat eating was 
divided into red meat, poultry, and fish. This division into three categories of meat was 
done as trends in the literature suggest that anorexics tend to selectively avoid red 
meat over white meats and fish, (anorexics believe that red meat is more fattening and 
higher in fat / calorie content) (O'Connor et al., 1987; Kadembari et al., 1986). It was 
proposed that dieters may also follow this trend. Willett (1990) also proposes that quite 
distinct frequency of eating patterns exist for red meat as compared with other types of 
meat. The frequency and avoidance of red meat was further divided into a question 
concerning grilled, fried or roasted red meat ("red meat as the main dish"), versus 
frequency and avoidance of dishes containing red meat (eg. lasagne, etc.). This was 
done as according to research, different patterns of consumption and different attitudes 
relate to red meat served in these ways, (Willett, 1990).
Respondents were asked whether they '"avoided" eating the various meat categories, 
where "avoid" was described as "making a conscious decision not to consume that food 
wherever possible". This question was based on the assumption that attitudes towards 
food are reported to be a good indicator of food consumption (Shepherd & Stockley, 
1985). This was also based on the assumption that frequency of consumption is partly 
an outcome of behavioural intentions in the rational expectations decision model of 
Fishbein and Ajzen (1975). The word "avoid" was defined and the wording kept simple 
to lessen ambiguity, under the guidelines set out by Moser and Kalton (1975) on 
questionnaire wording. The answer to this question was in a pre-coded, dichotomous 
YES/NO form. This dichotomous answer was preferable in this study as degree of 
avoidance or preference was not needed. If subjects did not avoid red meat, they were 
instructed to go straight to the meat frequency question. If they did avoid a certain 
meat, they were asked to indicate the "main" reason why they usually avoided the 
meat. The form of answer to this question was in a pre-coded "forced-choice" form, so
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respondents were forced to choose one answer from seven answer-alternatives 
(Molenaar, 1982). Molenaar (1982) proposes that these type of questions convey more 
specific information and help guide respondents in their answers, and minimise a no­
response. A no-response was minimised as one of the alternatives to the "why avoid 
red meat" question was labelled "other" (another reason from the six listed above it).
The reason for avoiding red meat answer-alternatives listed were : religious reasons, 
cruelty to animals, distaste, concern due to health (eg. lower cholesterol, toxins etc), 
part of diet specifically to lose weight, economic reasons and "other" reasons. These 
different alternatives have been documented in the literature as to the reasons people 
avoid meat (Amato & Partridge, 1989; Fantini & MacDonald, 1987; O'Connor et al., 
1987; Sims, 1987). This information was elicited as it was hoped that a link between 
avoiding red meat and dieting would be found in that some subjects would be honest in 
admitting to avoiding red meat in order to lose weight. Respondents were then asked 
how often they usually ate the particular meat; never, less than once a month, one to 
four times a month, and twice a week or more. These are based on usual food 
frequency response categories (Willett, 1990).
Respondents were also asked what type of milk and cheese they ate, whether they 
usually use regular, full fat, fat reduced, or low fat, or whether such choice was 
unimportant; (ie. eat any or all of the above). Or alternatively they could nominate no 
milk / cheese products. This information was gathered so that a comparison could be 
made between the avoidance of meat and or dietary restraint and the reduction of fat in 
other areas of the diet (Drewnowski, Pierce, & Halmi, 1988; Kadembari et al., 1986). It 
was expected that those women who restrain would also be more conscious and more 
careful of fat (and therefore calories) in their diets than the non-restrainers. The 
analysis of "fat consciousness" would be done by examining scores on the food 
questionnaire that pertained to subjects' choice of milk products; whether they made a 
concerted effort to only use those milk products that were lower in fat than regular, full
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fat milk, or whether they did not concern themselves with such preferences. These milk 
preference scores could be compared between the restrainers and the non restrainers 
and also between the red meat eaters and the red meat avoiders.
Additional information relating to dieting was also elicited from subjects. They were 
asked whether they were presently dieting, reasons for dieting, reasons for wishing to 
lose weight, the amount of weight wished to be lost, and information regarding 
additional diet behaviours (ie., the use of diet pills, laxatives, meal replacement drinks, 
and exercise etc.). Most of these questions had forced-choice answer-alternatives, 
rather than open answers.
Respondents were also asked if they had ever suffered from an eating disorder, and if 
they answered "yes" to this they had to nominate which diagnosis they were given out 
of a series of forced-choice alternatives. If they had not been diagnosed, or were not 
sure, they were asked to list the major symptoms they were (or still are) suffering from 
in an open ended style of response. Whilst the voracity of the response to such 
questions concerning eating disorders was not guaranteed, it was considered important 
as subjects with a known history of eating disorders were excluded from the study.
In summary, the food questionnaire consists of a section eliciting different types of 
meat eaten and avoided, and the reasons for avoiding the different types of meat. This 
section is an important part of the questionnaire as the answers to this section measure 
the independent variable of red meat avoidance. Meat was divided into three 
categories (red meat, poultry, and fish), as some research suggests that anorexics 
believe that red meat is more fattening and higher in fat content, and it was thought 
that dieters may also show this pattern (O'Connor et al., 1987; Kadembari et al., 1986). 
If respondents avoided a type of meat they were asked to list the main reason why they 
avoided the meat from a series of seven answer-alternatives. The reason for avoiding 
meat was elicited as the study proposed to find a link between red meat avoidance and
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dieting in order to lose weight. The fat level of dairy products consumed by 
respondents was elicited so that the avoidance of meat and or dietary restraint could be 
compared with the reduction of fat in other areas of diet (eg., dairy products).
The use of the food questionnaire appears satisfactory for the purposes of the study as 
it discriminated between those who did and did not avoid red meat, and it produced 
unambiguous responses. The questions that were asked form a valid inquiry into the 
area when it is considered that the questionnaire was examined by a qualified dietitian 
and it is consistent with other similar published instruments (Willet, 1990). Further to 
this, no published questionnaire exists that elicits the type of information needed to 
answer the questions of the study.
Body Mass Index (BMI; Keys, Fidanza, Karvonen, Kimura, & Taylor, 1972)
Body Mass Index (BMI ) was elicited for each subject as an estimate of body weight 
relative to height. This gives an estimate of each subject's weight relative to others in 
the community, as the accepted divisions for categorising body size are "underweight"
= 15-18.9, "normal weight" = 19-24.9, "overweight" = 25-29.9, and "obese" = 30-39.9 
(Abraham & Llewellyn-Jones, 1984). The formula used for BMI is weight (in kilograms) / 
height squared (in metres) (Quetelet index).
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RESULTS
The results are presented in five parts. The first part relates to the screening of the 
data to check for the assumptions of multivariate analysis. The second part presents 
descriptive statistics, including the frequencies of subjects in inferred dysfunctional 
range on the measures of pathology. The third part presents data relating to the 
avoidance of red meat. The fourth part contains data relating to restraint, weight loss 
behaviours (eg. use of laxatives etc.) and the consciousness of dietary fat. The final 
section reports data pertaining to the testing of the hypotheses and discussion of the 
Multiple Analysis of Variance.
Data Screening
Before analysis, the data was screened using the SPSS package for accuracy of data 
entry, missing values, fitness of the distributions and the assumptions of multivariate 
analysis. In the main analysis, Multiple Analysis of Variance (MANOVA), 190 cases 
were entered in, but 11 were rejected because of missing data, leaving 179 cases.
Due to the nature of the dependent variables, indicating eating disorder pathology, and 
the fact that the sample was representative of public service women (not a clinical 
sample); resulted in many of the dependent measures having skewed distributions. 
That is, a large proportion of the sample scored zero or low scores. This non-normality 
was not surprising considering the nature of the dependent measures and the subjects. 
Transformations were not undertaken as they make interpretation of the data difficult, 
however, Keppell (1991) suggests adopting a more stringent alpha level to deal with 
non normality of distributions and to avoid committing a Type 1 error. An alpha level of 
.025 was chosen for the MANOVA, and to keep the family wise error rate down, .01 
was adopted for the univariate F tests. Keppell proposes that decreasing the chosen or 
nominal alpha level to .025 or .01 will make the actual significance level (which may be
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as high as .08 or higher) rest at a more appropriate level. This new significance level 
should result in a reasonable correction for distortions brought on by asymmetrical 
distributions.
Correlations between the dependent variables were calculated to ascertain if the 
administration of some measures were redundant. This was also done to check for non 
independence of scores, to satisfy the assumptions of multivariate analysis. The EAT- 
26 total score had a significant positive correlation of r= .927 with the first factor 
(Dieting) of the EAT-26 (p<001). Due to this high correlation factor one was then 
discarded, and only scores off the EAT-26 total score were retained, as the total score 
is the summation of all three factors and provides a more thorough evaluation of eating 
pathology, including most of the information gained from Factor One. Similarly, 
equivalent information to that found in Factor One could be gained from the other 
measures (eg. DT of the EDI-2).
Each subscale of interest had to be entered into the MANOVA separately as the EDI-2 
does not compute a total score. Gamer (1991) cautions against summing the subscale 
scores into a total, as he proposes that this composite score would be difficult to 
interpret as each subscale is intended to measure a conceptually independent trait.
Descriptive Statistics
After subjects had been categorised as red meat eaters or red meat avoiders and as 
non-restrainers or restrainers, descriptive statistics could be performed on their scores. 
(Subjects were categorised as restrained if they scored 15 or over on the Restraint 
Scale, as suggested by Herman et al., 1978). The means and the standard deviations 
of each dependent variable for the non-restrainers versus the restrainers, and for the 
red meat eaters versus the red meat avoiders can be seen in Table 1.
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There were no significant differences between the means of the red meat eaters and 
the avoiders on any of the dependent variables. There was no significant difference 
between the means of the non-restrainers and the restrainers on Factor Three (Oral 
control) of the EAT-26. Similarly, there was no significant difference between the 
means of the non restrainers and the restrainers on the Asceticism and Perfectionism 
subscales of the EDI-2 (see Table 1). There were a number of significant differences 
between the means of the non-restrainers and the restrainers on the other dependent 
variables; namely, the mean of the non-restrainers on Factor Two (Bulimia and Food 
Preoccupation) of the EAT-26 was significantly lower than the mean of the restrainers. 
Similarly, the mean of the non-restrainers on the EAT-26 total score was significantly 
lower than the mean of the restrainers (see Table 1 for F values).
Likewise, the mean of the non-restrainers was significantly lower than that of the 
restrainers on the Bulimia subscale of the EDI-2. The mean for the non-restrainers on 
the Body Dissatisfaction subscale of the EDI-2 was significantly lower than the mean 
for the restrainers, (see Table 1). The mean of the non-restrainers was significantly 
lower than that for the restrainers on the Drive For Thinness subscale of the EDI-2. 
Similarly, the mean of the non-restrainers on the Body Shape Questionnaire (BSQ) was 
significantly lower than that of the restrainers. (See Table 1.)
The mean age of the red meat eaters was not significantly different to that of the red 
meat avoiders. Similarly, there was no significant difference between the age of the 
non-restrainers and the restrainers. (See Table 1.)
The body mass index (BMI) of the red meat eaters was not significantly different from 
the avoiders, yet the mean BMI of non-restrainers was significantly lower than that for 
the restrainers. (See Table 1.)
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If table 2 is observed, the frequency of subjects in an inferred dysfunctional range can 
be seen. (These subjects can only be inferred to be dysfunctional, as whilst there exists 
some cut-off scores for eating pathology on some measures, these are not precise. The 
majority of the cut-offs chosen were based on those used in other studies or those 
recommended by the authors of the instruments, and some were based on means of 
other studies' eating disorder and weight preoccupied groups). Seven percent of the 
present sample scored 20 or over on the EAT-26 total score, which Garner et al. (1982) 
propose is suggestive of symptoms common to anorexia nervosa. (They used a cut-off 
score of 20 to correctly classify anorexics and non-clinical controls according to eating 
disorder or non-clinical group membership).
TABLE 2
FREQUENCY OF SUBJECTS IN INFERRED DYSFUNCTIONAL RANGE
Dependent Variable % of Subjects in 
inferred
Dysfuntional Range
Cut- Off Score Source of Normative 
Data
EAT-26 Total 7% > or = 20.0 Garner et al 1982
EDI-2 Body 38% > or =12.5 Garner et al 1987
Dissatisfaction 27% > or =14.6 Thompson et al 1987
EDI-2 Drive for 8.5% >10.0 Garner et al 1987
Thinness 4.5% >14.0 Garner et al 1984
B.S.Q. Total 24% > or =105.0 Jones et al 1993
Thirty eight percent of the sample scored 12.5 or greater on the Body Dissatisfaction 
(BD) subscale of the EDI-2, (this is the mean of student sample reported by Garner et 
al., (1987) that fulfilled the diagnosis for an eating disorder, and they report that BD 
scores can predict those who go on to develop eating disorders at follow up).Twenty 
seven percent scored 14.6 or greater (which is the mean of the bulimic group that 
fulfilled a clinical criteria for bulimia reported by Thompson et al., 1987). Some 8.5 % of 
the present sample scored greater than 10 on the Drive for Thinness (DT) subscale of
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the EDI-2. (Garner et al (1987) report that a DT score of greater than 10 seems to 
differentiate those students who have a diagnosable eating disorder and those who will 
develop one at follow up from those who do not). Some 4.5 % of the present sample 
scored over 14 on the DT subscale, with which Garner et al., (1984) define a group of 
"weight preoccupied" female university students.
Twenty four percent of the present sample scored 105 or over on the BSQ, which 
Jones, Halford, and Dooley (1993) suggest demonstrates significant concern with body 
shape. This level of body dissatisfaction differentiates women with no or low levels of 
body shape concern from those with a level of concern equivalent to that found in 
eating disorder patients (Jones et al., 1993). This is consistent with the percentage of 
those dissatisfied with their body on the BD subscale of the EDI-2, (ie. approximately 
one third of the sample).
Data Associated with Red Meat Avoidance
Twenty percent of women (38/190) were avoiding red meat in the whole sample. (This 
was taken to mean those who were avoiding red meat as a main dish, as all those who 
avoided dishes containing red meat also avoided red meat as a main dish)
There was a trend for a higher proportion of red meat avoiders in the restrained group 
than in the non-restrained group (27 % versus 19 % respectively, but this did not reach 
significance, (Chi Square = 2.56, df = 1, NS).
The probability of being a red meat avoider in the restrained group = 0.27, (SE = 0.05) 
95 % confidence, and the probability of being an avoider in the non-restrained group = 
0.17, (SE = 0.04), 95% confidence (from logit regression model).
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Table 3 below outlines the reasons women reported avoiding red meat.
TABLE 3:
REASONS REPORTED FOR RED MEAT AVOIDANCE
Reason for Avoiding Red Meat Proportion of Sample
00II£
religious reasons 0 %
concern for cruelty to animals 10.5 %
distaste 18.4 %
concern due to health 47.4 %
part o f a diet specifically to lose weight 13.2 %
economic reasons 7.9 %
other reasons 2.6 %
Therefore the most common reason by far to avoid red meat was due to "health" 
reasons, (ie., lower cholesterol, toxins etc.), followed by distaste, and no women 
reported avoiding red meat due to religious reasons.
Some 5.3 % of women avoided poultry (10/190) and 13.2 % (25/190) of women avoided 
fish. (Most women nominated distaste or economic reasons for avoiding fish, and 
distaste only for avoiding poultry). Therefore, more women avoid red meat than either 
poultry or fish.
The percentage of women that avoided meals containing red meat was 10.5 %
(20/190), as compared with 20 % (38/190) who avoided red meat as a main dish. As 
expected, this is half the amount that avoid red meat as a main dish. All those who 
avoided dishes containing red meat also avoided red meat as a main dish.
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Data Relating to Restraint, Weight Loss Behaviour, and the Consciousness 
of Dietary Fat
From calculation of their Restraint Scale scores, 38.4 % of women could be classified 
as restrainers, (73/190).
From observation of the Food Questionnaire, 20.5 % of women (39/190) professed to 
be specifically dieting to lose weight. This is approximately half the number who are 
restraining according to calculation of their scores on the Restraint Scale.
If Table 4 is observed below, the most common weight losing behaviour (apart from 
dieting) was exercise, followed by the use of laxatives.
TABLE 4:
W EIG H T LOSS BEHAVIOURS OF WOMEN CURRENTLY DIETING
Strategy Proportion of Sample 
(N = 39)
exercise 79.5%
diet pills 5.1%
diuretics 2.6%
laxatives 10.3%
meal rep. drinks 2.6%
weight loss club 5.1%
Some 5.8 % (11/190) of the entire sample admitted to vomiting "in order to feel thinner" 
(either "sometimes", "often", or "very often") (BSQ).
The most common reason to diet was to "lose weight" (94.9 % [37/39] of respondents), 
versus for "health" reasons (15.4% [6/39]).
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The most frequently mentioned reason to lose weight was "to improve appearance" 
(71.8% [28/39]). The second and third most mentioned reasons were for "health"
(12.8% [5/39] of respondents), and to "fit into clothes" (12.8 % [5/39]).
Quite a high percentage of women exhibited elevated scores on scales measuring body 
(shape) dissatisfaction overall. That is, 27%-38% had elevated scores on the BD (EDI- 
2) (depending on the cut off used, 27 % scored 14.6 or greater (Thompson et al.,
1987), and 38 % scored 12.5 or greater (Garner et al., 1987)). Some 24% had elevated 
scores on the BSQ (scored 105 or greater)(Jones et al., 1993).
On a specially selected filter of high scoring women on the BD subscale of the EDI-2, 
(scoring over 14, halfway between the cut offs used by Garner et al., 1987 and 
Thompson et al., 1987), 21.7 % had low BMIs (at an underweight or low normal level; 
ie. BMI < or = 20 (Abraham & Llewellyn-Jones, 1984). These women were highly 
dissatisfied with their body, (and wanted to be thinner?) despite already having 
underweight or low normal BMIs.
Some 16 % of women who were restraining had underweight, or low normal BMIs (BMI 
less than or equal to 20)(Abraham & Llewellyn-Jones, 1984).
An attempt was made to analyse the "fat consciousness" (consciousness of fat levels in 
milk) in restrainers versus non-restrainers. (It was expected that those women who 
restrain would also be more conscious and more careful of fat (and therefore calories) 
in their diets than the non-restrainers). The restrainers were found to be significantly 
more fat conscious about milk products than the non-restrainers, (Chi Square = 5.19, df 
= 1, p < .05).
The analysis of fat consciousness was also done on the milk choice scores of the red 
meat eaters versus the avoiders. There was a trend for more of the red meat avoiders
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than the red meat eaters to chose low fat milk over regular fat milk, but this did not 
reach significance, (Chi Square = 3.39, df = 1, p = .065).
Analysis of Hypotheses
The three hypotheses of the study, namely;
1. Women who avoid red meat and restrain their eating will demonstrate greater 
eating disorder psychopathology than those restrainers who do not avoid red 
meat.
2. Women who avoid red meat will demonstrate greater eating disorder 
psychopathology than those who do not avoid red meat.
3 Women who restrain their eating will demonstrate greater eating disorder 
psychopathology than those who do not restrain.
These were directly tested by a 2 (red meat, no red meat) x 2 (no restrain, restrain) 
MANOVA on the nine dependent measures, to investigate the relationship between red 
meat avoidance and restraint on eating disorder attitudes and behaviours. The 
dependent measures were; EAT-26 Factor 2 (Bulimia and Food Preoccupation), EAT- 
26 Factor 3 (Oral Control), EAT-26 total score, EDI-2 Asceticism, EDI-2 Bulimia, EDI-2 
Body Dissatisfaction, EDI-2 Perfectionism, EDI-2 Drive for Thinness, and BSQ total 
score. There was no significant multivariate interaction between the effects of red meat 
avoidance and dietary restraint on the tests of frequency of eating disorder attitudes 
and behaviours (Wilks's lamda = .929, F (9,167) = 1.40, NS).
Similarly, there was no significant main effect for red meat avoidance (Wilks's lambda = 
.956, F (9,167)= .847, NS). That is, avoidance of red meat does not produce greater 
eating disorder attitudes and behaviours than when red meat is eaten.
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There was, however, a significant main effect for dietary restraint (Wilks's lambda = 
.706,F (9,167)=7.73, p<.001). This suggests that, as expected, the presence of 
restraint has a significant effect on the outcome of tests measuring eating disorder 
attitudes and behaviour. There were significant univariate effects for restraint on six of 
the dependent variables: on Factor 2 of the EAT-26 (Bulimia and Food preoccupation), 
on the EAT-26 total score, (which measures attitudes and behaviours characteristic of 
eating disorders), on the Bulimia subscale of the EDI-2, Body Dissatisfaction subscale 
of the EDI-2, Drive for Thinness of the EDI-2, and also on the BSQ total score . There 
were no significant univariate effects for restraint on the EAT-26 Factor 3 (Oral 
Control), nor on the EDI-2 Asceticism and Perfectionism subscales (see Table 1).
When the means of the above significant subscales are observed, it is apparent that 
the restrained subjects scored significantly higher than the non-restrainers on the 
measures of eating disorder attitudes and behaviours listed above (see Table 1).
When the MANOVA is examined, it can be seen that the power for the red meat by 
restrain interaction was only .66. Keppell (1991) suggests that a power of .80 or higher 
is desirable in research, to provide an enhanced chance of detecting differences. A 
power of .66 suggests that there is a relatively low probability of detecting treatment 
effects and producing significant results (Keppell, 1991). It is also important to discuss 
magnitude of significant differences (Glass, Me Gaw, & Smith, 1981; Thomas, Salazar, 
& Landers, 1991), this can be achieved by examining the post hoc estimate Effect Size 
(ES). When the effect size of the interaction is examined, .070, this can only be 
considered a "medium" effect size by Cohen (1977). Therefore this analysis only had a 
relatively low power to detect a medium effect size, (or the independent variables only 
account for 7% of the variability in the data).
Similarly, the red meat analysis had an even lower power of .41, (which Keppell (1991) 
would regard as "low"), and a low effect size (.044) (Cohen, 1977). The independent
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variables only accounted for 4% of the variability in the data. (The lack of significance 
of the red meat and red meat restraint interaction analyses could be due to two factors; 
type II error, or, alternatively, there is no effect for restraint when combined with red 
meat avoidance in this population of women). However, the significant main effect for 
the restraint analysis had a large effect size (.294) (Cohen, 1977), this strong 
magnitude of significance, plus the fact that it was also significant at p<.001, 
demonstrates that there was a strong effect for restraint. (This significance is consistent 
with the literature).
An attempt was made to find a subgroup of "sub-clinical" cases of eating disorders. The 
attempt to find such a group was made, both through examining those with raised 
scores on various eating disorder measures (eg. elevated scores on EAT-26 & Drive 
for Thinness (DT) subscale) and by examining those with low BMIs. However, when 
these filters of subjects were performed (both with raised EAT-26, DT scores and with 
those with low BMIs), examination of the four cells revealed that there were far too few 
subjects in the red meat avoidance / restraint group to perform any analysis. (This is to 
be expected in respect of the two variables under consideration; restraint and red meat 
avoidance, as they are relatively uncommon behaviours when combined).
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DISCUSSION
Present Results Compared With Previous Studies
A number of the means on the measures of eating disorder attitudes and behaviours for 
the restrainers in the present sample are as high, or higher than some scores 
previously reported for weight preoccupied and or restrained groups, (Garner et al., 
1984; Laessle, Tuschl, Waadt, & Pirke, 1989) and, as high or higher than some scores 
of some studies of women with frank, diagnosable anorexia and bulimia nervosa 
(Garner et al., 1987; Thompson et al., 1987). (See Table 1.) When comparing the 
restrainers' scores from the present sample with those from other samples of restrained 
eaters, the present sample's scores were lower than the restrainers reported by 
Laessle, Tuschl, Waadt and Pirke (1989) on all equivalent subscales except the 
Bulimia subscale ( EDI-2), which were equal. (It must be noted however that the 
restrained group from Laessle et al., (1989) were classified by another type of restraint 
measure; the Three Factor Eating Questionnaire (Stunkard & Messick, 1985)).
If the present sample's restrainer group is compared to Garner et al. (1984) "weight 
preoccupied" (WP) groups, (who were selected if they scored greater or equal to 15 on 
DT (EDI), the scores in the present study are lower on all the subscales except Body 
dissatisfaction (BD), where the present study's restrainer mean is slightly higher than 
the cluster two "weight preoccupied" group mean. (This cluster scored as high as 
anorexics on DT, BD, and Perfectionism on the EDI). Therefore the restrainers' BD 
score from the present study may be considered relatively high if it is compared to the 
WP group, when it is taken into account that the WP group was selected on the basis 
of elevated scores in the first place, and this WP group scored as high as anorexic 
patients on BD.
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The fact that the restrainers in the present sample have elevated scores on some 
scales measuring eating disorder attitudes and behaviours, (and reach cut off scores 
for significant eating pathology and or weight concern on some), does not necessarily 
indicate that they are actually sub-clinical cases. This cannot be ascertained without 
appropriate clinical investigation to asess for extent of dysfunction and check for 
fulfilment of clinical criteria, eg., on the DSM-lll-R or the ICD-10 etc. It is difficult to 
make comparisons between these different studies' scores as they come from different 
samples, the differences between them could be attributable to factors such as 
differences in circumstances of questionnaire administration (being voluntary or non­
voluntary), and /or other methodological inconsistencies.
Approximately 38 % of the sample overall could be classified as restrained (from 
calculation of Restraint Scale scores). This is consistent with the data found in 
Crawford & Worsleys' survey of 18-86 year old Adelaide women in 1988. (They found 
the exact same figure had dieted in the previous year). A higher percentage of women 
in the present investigation may have been found to be dieting if a female adolescent 
sample was used. Interestingly, in the present study only approximately half this figure 
(20.5%), admitted to specifically dieting on the food questionnaire. It is possible that 
these women are not conscious of the fact that they are dieting; restrained eating may 
have become a habitual way of life for them. This is consistent with the finding that 
many bulimics when interviewed for treatment do not admit to dieting, yet when food 
diaries are examined, it can be seen that many have been trying to survive on only 
1,000 calories for an extended period (O'Connor, Touyz, & Beumont, 1988).
When the diet associated behaviours in the present study are compared with other 
studies, it can be seen that dieting was most commonly undertaken to improve 
appearance, rather than for health reasons (eg. to lower cholesterol). This is consistent 
with the literature that women diet to improve appearance rather than for health 
reasons ( Crawford & Worsley, 1988; Williams & Roughan, 1986).
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The percentage of women who avoid red meat specifically as part of a weight loss diet 
in the present investigation, (13%), is the same percentage of women reported by 
Crawford & Worsley (1988)(13.3%) that said they followed a vegetarian diet to lose 
weight. This may be a different type of diet, as the avoidance of red meat in a weight 
loss diet may be quite different to a diet that eliminates all types of meat, which is 
probably what was meant by "vegetarian " in the latter study.
In the present study, the percentage of dieting women who use exercise as a means of 
weight control, (79.5 %), is a noticeably higher than the figure found in Crawford and 
Worsley (1988) (68%), and higher than that of "excessive exercise" in Abraham et al. 
(1983)(6 %). More important than comparing actual percentages is how respondents 
ranked the particular activities; in the present study exercise was ranked second only to 
dieting to bring about weight loss. Exercise was ranked similarly in both Abraham et al. 
(1983) and in Crawford and Worsley (1988). One of the reasons exercise was probably 
undertaken more in the present investigation than in Crawford and Worsley (1988) was 
due to the older age range in their study (18-86 years). Exercise was probably 
undertaken less as a weight loss measure in Abraham et al. (1983) as their category 
was defined as "excessive exercise", whereas in the present study respondents were 
only asked if they used exercise as a means of weight control.
Whilst this use of exercise may seem like a healthy, benign habit, it's use in weight 
control should be monitored (and more researched), as excessive exercise has recently 
been implicated in the aetiology and course of eating disorders. Some sociologists and 
psychologists have labelled this newfound fanaticism a destructive, compulsive "craze" 
(Epling & Pierce, 1991; Morgan, 1979; Touyz et al., 1987). Some women's obsession 
with thinness has been generalised to fitness, and some are using exercise to try and 
achieve a lean, muscular, (some would say unrealistic), female ideal. In this way, 
exercise is being used as a purging behaviour, merely to burn calories, rather than
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exercising for it's own sake. This use of exercise merely as a means to burn calories 
has been labelled "debting" (Touyz et al., 1987). Thinness, fitness and health are not 
necessarily inconsistent. However it appears that when an excessive amount of 
exercise is required to maintain very high levels of fitness (when a person is not an 
athlete), the question of fitness becoming maladaptive must be considered.
The percentages of women who use diet pills (5 %), diuretics (2.6 %), meal 
replacement drinks (2.6 %), and weight loss clubs (5 %) to aid them in their weight 
control in the present sample are consistent with those found in other groups of normal 
dieters (Abraham et al., 1983; Crawford and Worsley, 1988). (See Table 4 in Results). 
However, 10.3 % of women who professed to be currently dieting used laxatives to help 
weight loss in the present sample. This is concerning in view of the fact that this 
percentage of women using laxatives is higher than that found in Crawford and 
Worsleys' (1988) data (3.3 %), and also higher than the percentage reported by 
students in Abraham et al. (1983) (6 %). Nevertheless, laxative use in the present 
investigation was ranked as the third most popular form of weight loss strategy, this is 
consistent with the ranking of popularity of laxative use for student dieters in Abraham 
et al. (1983). The fact that the percentage of women who use laxatives in the present 
study was higher than that reported by Crawford and Worsley (1988) may have been 
partly due to the older age group of their respondents. These substances can be 
injurious to health if used in this way (Abraham et al., 1983). Furthermore, recent 
research has shown that laxatives have no impact on weight loss (Bo-Linn, Santa Ana, 
Morawski, & Fordtran, 1983).
In the present study 5.8 % of the entire sample admitted to vomiting " in order to feel 
thinner" (either "sometimes", "often", or "very often") (BSQ). This is a higher figure than 
that reported by Crawford and Worsley (1988), in their survey only 0.5 % of 
respondents admitted to self-induced vomiting. The percentage of women that reported 
vomiting in their survey was probably considerably lower due to the older age group of
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the respondents. The percentage of women who report vomiting in the present 
investigation appears consistent with the number of university students that engaged in 
vomiting only "occasionally " (10 %) in Abraham et al. (1983). (It must be considered 
though that the frequency of vomiting in the present investigation was defined as 
"sometimes", "often", or "very often", which would seem to be at a higher frequency 
than "occasionally", the term used in the Abraham et al. (1983) investigation). Vomiting 
when used as a weight loss behaviour is of serious concern and can lead to severe 
medical complications (Beumont et al., 1993).
In the present study there was much concern with body dissatisfaction in all women, 
27-38 % of all women produced elevated scores on measures of body dissatisfaction, 
(BD, EDI-2), in the range of scores evidenced by women that went on to fulfil a clinical 
diagnosis in other studies (Garner et al., 1987; Thompson et al., 1987). Twenty four 
percent of women demonstrated this dissatisfaction on a similar measure (BSQ) (see 
Table 2 in Results). This dissatisfaction was evident even in slim women, as 
approximately 22 % of low normal, or underweight women (BMI of 20 or less) 
evidenced elevated scores on the BD scale. This is disturbing, but consistent with the 
trends evidenced in the literature, that despite having a normal body weight (or even 
being underweight) women remain dissatisfied with their body and can feel "too fat" 
(Abraham et al., 1983; Cooper & Fairburn, 1983; Cooper et al., 1987; Crawford & 
Worsley, 1987 & 1988; Touyz, Beumont, Collins, & Cowie, 1985).
For example, Cooper and Fairburn (1983) found in a community sample of adult 
women, that although the great majority were of normal body weight, 39.1% thought 
they were well above the appropriate weight for their height and age, and 60% reported 
that they felt persistently overweight. This is consistent with the data reported by 
Crawford and Worsley (1988), who found that one third of the adult women in their 
Adelaide survey who were not overweight were attempting to lose weight. Consonant 
with this, in a survey of Adelaide and Melbourne women, half of the women of
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"acceptable" weight described themselves as overweight, and many young 'slim' 
women wished to weigh less (Crawford & Worsley, 1987).
Therefore, the fact that 22 % of those with low normal weight, or who were 
underweight, having such a level of body dissatisfaction appears quite concerning, 
when it is considered that the data reported by Crawford and Worsley (1988) and 
Cooper and Fairburn (1983) was derived from women with "normal" or "acceptable" 
weights. This "acceptable weight" is probably a higher mean weight than the low 
normal weights (BMI of 20 or under) used in the present study's comparison group. 
These slim and underweight women may be engaging in quite risky behaviour 
(restraining if already underweight), as this can put them at risk of anorexia nervosa 
(Herman & Polivy, 1987). Their dissatisfaction may not be with their weight per se., but 
perhaps with the distribution of that weight (Garner et al., 1980).
Discussion of Hypotheses
The first hypothesis, that women who avoid red meat and restrain will demonstrate 
greater eating disorder psychopathology than those restrainers who do not avoid red 
meat, was not confirmed. In the present non-clinical sample, when the group is taken 
as a whole, it does not appear that the avoidance of red meat when combined with 
dieting in women produces a more pathological dieter. However, this finding should 
remain tentative until such time as this study can be replicated using a greater number 
of women who both diet and avoid red meat. A larger sample size overall would 
increase the power and may increase the chance of finding a significant result. Perhaps 
it may then be possible to demonstrate an association between dieting and the 
avoidance of red meat. Alternatively, there may exist no continuum between the casual 
red meat avoidance in normal dieters, and the pathological avoidance of red meat often 
seen in frank eating disorders. That is, the avoidance of red meat in normal dieters may 
be just a benign health choice, unlike the obsessive rigid refusal often seen in
anorexics. Red meat avoidance (in this context) may be just a symptom of eating 
disorders per se, so that avoidance of it while dieting does not put one at risk of an 
eating disorder, but rather eating disorders puts one at risk of red meat avoidance.
Especially in view of the fact that O'Connor et al. (1987) report that only 3.5 % of the 
eating disorder patients in their sample were avoiding red meat before the onset of the 
disorder. This red meat avoidance may possibly be indicative of the classic 
fastidiousness with food, and food fads seen in the early stages of anorexia nervosa. If 
this is the case, then it would not be expected to find an effect for red meat avoidance 
and restraint interaction in a non-clinical sample of women, as perhaps this red meat 
avoidance only develops later in the development of a frank eating disorder, or in 
"severe" sub-clinical cases along with other food fads at a particular low body weight.
The question of red meat avoidance being a risk factor for normal women dieters 
cannot be answered categorically at the present time. This is an important question in 
relation to aetiology and treatment and needs further study. Red meat avoidance is a 
real symptom of eating disorders, (O'Connor et al., 1987) and should be assessed and 
treated as such, in the same way as other more commonly thought of symptoms, such 
as vomiting, calorie counting, or bingeing.
The tendency for women who restrain in the present sample to avoid red meat more 
than those who do not restrain is not surprising, as when a person is restraining and 
being 'careful' about food they tend to restrict more food stuffs (including red meat) than 
when not dieting. For these restrainers the avoidance of red meat may possibly be a 
risk factor in the sense that people who diet become more rigid in their attitudes toward 
food, and the total avoidance of red meat may perhaps be an example of the extent of 
that rigidity (Amato & Partridge, 1989).
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The second hypothesis, that those women that avoid red meat will demonstrate higher 
eating disorder psychopathology than those who do not avoid red meat was not 
confirmed. Red meat avoidance, when not connected with dieting for weight loss in any 
way, was not associated with eating disorder symptomatology in the present sample. 
Most women who are vegetarians, or who only avoid red meat for some other non­
dieting associated reason (eg., concern for cruelty to animals), do not present with 
more eating disorder attitudes or behaviours than other women, (Amato & Partridge, 
1989). Most female vegetarians are no more concerned about their weight than any 
other women, (Sims, 1987) and most are not significantly underweight (Amato & 
Partridge, 1989). If the ingredients of most vegetarian meals are observed, it can be 
seen that many of the ingredients are quite high calorie, with large quantities of high 
calorie milk, cheese, and nuts etc. (Amato & Partridge, 1989). True vegetarians are 
uninterested in the calorie content of meat (which they avoid for other reasons), unlike 
the anorexic who is cutting out red meat which they perceive to be high in fat and high 
in calories (O'Connor et al., 1987).
The most frequently mentioned reason to avoid red meat was for "health" reasons, the 
second most mentioned reason was due to "distaste", so the avoidance of red meat in 
this sample of women was unlikely to be related to the pathological avoidance (to lower 
calories) seen in anorexics (see Table 3 in Results). However this "health" reason, ie, 
to lower fat or cholesterol levels, could have been confused with " to get slimmer" even 
in a non-clinical sample, as has been suggested by Kalucy (1987). Especially as there 
was a trend for more restrainers than non-restrainers to avoid red meat. The question 
also has to be asked, why do women perceive red meat to be unhealthy? (Mac Donald 
& Fantini, 1986). Red meat was avoided by women more than either poultry or fish, and 
red meat as a main dish was avoided more than red meat as an ingredient in dishes 
(eg., in lasagne). These findings were expected, and are consistent with trends 
evidenced in the literature that there are different levels of consumption for meat
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served in these different ways (Amato & Partridge, 1989; O'Connor et al., 1987; Willet, 
1990).
As expected, the restrainers proved to be more "fat conscious" in relation to milk. They 
were more likely to be particular about choosing low fat milk than the non-restrainers, 
which is not surprising as they were dieting and probably trying to chose lower fat, 
lower calorie milk. Whilst there was a trend for more red meat avoiders to chose low fat 
milk over regular fat milk, this did not quite reach significance. This was interesting as 
these avoiders mostly admitted to avoiding red meat for "health" reasons (ie. to lower 
cholesterol and toxins). This did not generalise to their milk products. It is possible that 
in relation to milk (as opposed to red meat) the red meat avoiders were not as 
concerned with fat or cholesterol levels, and therefore were not concerned about 
drinking whole milk.
The BMI of the restrainers was higher than the non-restrainers, (eg., at the upper range 
of normal compared to the lower end of the normal range for the non-restrainers ). (See 
Table 1). This is not unusual and a possible explanation for this is that dieting can lead 
to a lower metabolic rate which can sometimes result in a greater accumulation of body 
fat. (Garner & Wooley, 1991; Huon, 1992; Tuschl, 1990) This may also be due to the 
fact that in some restrained eaters, food intake may be increased (even to binge level), 
as a means of dealing with emotional distress and the strain of constantly trying to be 
vigilant about food intake .(Me Cluskey, 1990).
The third hypothesis, that women who restrain their eating will demonstrate a higher 
amount of eating disorder symptomatology than those women who do not restrain was 
confirmed. This is consistent with other studies that dieting appears far from benign, but 
is associated with a larger number of eating disorder attitudes and behaviours, and 
significant risks (Fichter, 1985; Garner, Olmsted, & Garfinkel, 1983; Garner et al., 1984; 
Garner & Wooley, 1991; Laessle, Tuschl, Kotthaus, & Pirke, 1989; Laessle, Tuschl,
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Waadt, & Pirke, 1989; Polivy & Herman, 1987; Rosen, Tacy, & Howell, 1990; Williams 
et al., 1986).
More specifically, when analysing each eating disorder subscale, women who restrain 
score more highly than non-restrainers on scales measuring thoughts about bulimia 
and food preoccupation (see Table 1). These scales particularly measure the tendency 
to think about and engage in bouts of bingeing, and to a lesser extent, vomiting (eg. 
Bulimia -EDI-2 and Bulimia and Food Preoccupation - EAT-26). This is an interesting 
finding, as although the restrainers do not reach the level of scores found in true 
bulimics in some studies (Garner et al., 1984; Laeslle, Tuschl, Waadt, & Pirke, 1989), 
they are at a level consistent with or higher than other groups of those with frank eating 
disorders (Gamer et al., 1987), and anorexics (restrictor type) (Garner, 1991), and also 
higher than the mean of "bulimic like" subjects (those that fulfilled some but not all DSM 
3 criteria for bulimia nervosa) (Thompson et al., 1987). It is not unexpected that 
restrainers score higher on bulimic subscales than non-restrainers, as dieting has been 
associated with (and is sometimes postulated to lead to) the development of bulimia 
(Polivy & Herman, 1985 & 1987; Striegal-Moore et al., 1986).
Many dieting women may appear to be responding positively on bulimic defining 
questions. Whilst they may not be bingeing at a clinical level, and may not even be 
purging at all, they may consider themselves to be "bingeing" when just eating more 
than usual, or, for example, after eating two pieces of cake! (Beglin & Fairburn, 1992). 
These scales may be measuring this sense of feeling out of control. It is possible that 
these dieters are at risk of developing bulimia nervosa. Especially in view of the fact 
that many researchers propose that restraint encourages binge eating, (Fairburn, 1983; 
Herman & Polivy, 1980; Laessle, Tuschl, Kotthaus, & Pirke, 1989; Polivy, Herman, 
Jazwinski, & Olmsted, 1983; Vanderheyden & Boland, 1987), and binge eating may be 
more important than vomiting in the aetiology of bulimia nervosa (Vanderheyden & 
Boland, 1987). Therefore, even if the restrainers in the present sample did not
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evidence vomiting at all, the fact that they are probably bingeing (from the fact that they 
evidenced elevated scores on the bulimia subscales) is a probable risk factor. 
Interestingly, the Bulimia and Food Preoccupation subscale of the EAT-26 is posited by 
Garner et al., (1982) to be related to a heavier body weight (which the present study's 
restrainers did in fact have) and to bulimic behaviour.
The restrained subjects did not score higher than the non-restrainers on measures of 
oral control, which reflects self control of eating and perceived pressure from others to 
gain weight (Oral Control - EAT-26). This was surprising in one sense, (not being 
aware of being more self controlled in eating), but not in another, in that these women 
probably do not feel any more pressure from others to gain weight than non-restraining 
women, as the majority are not substantially underweight. In fact, most restrainers are 
heavier than the non-restrainers, and therefore do not need to gain weight. The 
concept this subscale is measuring may be more pertinent to anorexic patients who are 
extremely underweight and often feel pressure from others to gain weight. This 
subscale may possibly be the least applicable to normal women. The restrained eaters 
scored significantly higher than the non-restrainers on the overall measure of eating 
disorder attitudes and behaviours (the EAT-26 total score), indicating that they 
demonstrated more anorexic attitudes and behaviours than the non-restrainers. (See 
Table 1.)
The restrainers scored significantly higher than the non-restrainers on scales 
expressing a drive to be thinner, a fear of weight gain, concern with dieting, and 
preoccupation with weight and shape;(Drive for Thinness - EDI-2) (see Table 1). This 
was not unexpected considering they were dieting in the first place. This is an important 
finding in that most theorists propose that a clinical expression of an extreme drive to 
be thinner is essential for a diagnosis of anorexia or bulimia nervosa (Bruch, 1973; 
Russell, 1970). This finding is consistent with other studies of women who are 
restraining, (Garner, Olmsted, & Garfinkel, 1983; Garner et al., 1984; Laessle, Tuschl,
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Waadt, & Pirke, 1989; Williams et al., 1986). It is important in that it has been found 
that women who have elevated scores on this subscale can go on to develop a frank 
eating disorder (or at least in some way can put them at risk of developing an eating 
disorder) (Garner et al., 1987). Whilst the Drive for Thinness mean of the restrainer 
group in the present study was below the mean of the Garner et al. (1987) eating 
disorder sample at initial testing, the present study's restraining group mean was higher 
than the mean of the "bulimic-like" subgroup of Thompson et al. (1987). Therefore, 
while this level of concern for drive for thinness cannot be definitely categorised as 
dysfunctional, it's import should not be underestimated.
The restraining women scored higher than the non-restrainers on scales measuring 
body dissatisfaction (ie. BSQ and Body Dissatisfaction - EDI-2) (see Table 1). These 
scales also reflect the belief that certain parts of the body (eg., hips) are too large, and 
measure the phenomenal experience of feeling fat (BSQ). An extreme form of this 
dissatisfaction is a central feature (and necessary to gain a DSM-lll-R diagnosis) of 
eating disorders. Garner (1991) and Touyz, Beumont, Collins, and Cowie (1985) 
consider that body dissatisfaction plays a major role in initiating and later sustaining 
weight controlling behaviours seen in eating disorders.
The fact that restrainers demonstrate more concerns in this area than the non- 
restrainers is an important finding and consistent with the literature (Garner, Olmsted, & 
Garfinkel, 1983; Laessle, Tuschl, Waadt, & Pirke, 1989; Polivy & Herman, 1987). For 
example, the restrainers' sense of body concern in the present study was considerable 
when compared with other groups. Their mean on the BSQ was consistent with Jones' 
et al. (1993) cut off score, indicating significant concern with body shape (that which is 
at a level found in eating disorder patients). The restrainer's mean Body Dissatisfaction 
score in the present investigation was above the mean of the eating disorder group in 
Garner et al. (1987) at initial testing, and these authors propose that elevated scores 
on this subscale can predict development of eating disorders at follow up, or at least
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put one at risk of developing an eating disorder. In some studies restrained eaters have 
been found to be as dissatisfied with their bodies as patients with bulimia nervosa 
(Lindholm & Wilson, 1988).
This tendency for restrainers to feel such a strong sense of body shape dissatisfaction 
may then be considered pernicious, and as has been mentioned, this is often an initial 
precursor to (and a necessary component of) eating disorders. Sixteen percent of 
women who were restraining were low normal body weight or underweight (BMI of 20 or 
less). This finding, along with the fact that 22 % of those with low normal or 
underweight had elevated scores on Body Dissatisfaction, suggests that even those 
with low and low normal body weight in relation to height may feel significant distress 
with their body shape and wish to be thinner. This is of concern, but consistent with the 
literature (Abraham et al., 1983; Cooper & Fairburn, 1983; Cooper et al., 1987;
Crawford & Worsley, 1988).
Nevertheless, the mean BMI of the restrainers was significantly higher than the non­
restrainers. This weight difference in itself tends to point to the ineffectiveness (and 
possible dangers) of dieting; these restraining women are presently dieting, and 
according to the food questionnaire, some have been doing so on and off for years. Yet 
the restrainers are still in the upper range of normal weight, and what is more 
concerning, still above a level acceptable to themselves. This, coupled with the fact 
that restrainers scored higher than the non-restrainers on scores of bulimia indicates 
that these restraining women may even be engaging in "yo yo " dieting; dieting for 
several days, followed by disinhibition when they may binge (Huon, 1992).
Therefore, this strong sense of body dissatisfaction of the restrainers in the present 
investigation, and the chronic dieting (and possible occasional or even regular 
bingeing), along with the higher BMI may put these women at risk of developing a 
clinical eating disorder; in particular bulimia nervosa? (Garner & Wooley, 1991;
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Laessle, Tuschl, Kotthaus, & Pirke, 1989; Striegal-Moore et al., 1987). This risk may 
even be more possible considering the fact that Striegal-Moore et al.(1986) propose 
that a history of repeated dieting attempts constitutes a risk for bulimia nervosa, in that 
the only way to reach certain weight goals after repeated dieting attempts, they posit, is 
through purging. This risk may have been further increased by the fact that 10 % of the 
present sample who were currently attempting to lose weight admitted to this purging 
behaviour (purging by laxatives), and 6 % of the whole sample admitted to purging in 
the form of vomiting in order to feel thinner.
The restrainers did not score higher than the non-restrainers on scales measuring 
aestheticism (Asceticism - EDI-2). The literature does not suggest that scales 
measuring general psychological constructs are elevated in groups of women with sub- 
clinical eating disorder variants or even in seriously weight preoccupied women 
(Garner, Olmsted, & Garfinkel, 1983; Garner et al., 1984; Polivy & Herman, 1987; 
Garner, 1991). Such general psychological traits are usually more specific to cases of 
frank, diagnosed eating disorders. It was thought however that those restrainers who 
avoid red meat may score higher on this subscale, as their reasons for avoiding red 
meat and or restraining may be associated with an aesthetic, self-discipline stance. 
This did not turn out to be the case, as there were no significant differences between 
the restrainers and the non-restrainers nor between the red meat avoiders and the red 
meat eaters on scales of aestheticism.
The fact that the restrainers' scores were not significantly higher than the non­
restrainers on scales of perfectionism was a little surprising (Perfectionism - EDI-2). 
This subscale was chosen as an outcome measure as it was thought that it may be a 
necessary condition for the development of an eating disorder, and that it may be 
elevated in seriously weight/shape preoccupied dieters, as has been shown to be the 
case in some other studies (Garner et al., 1984). Further research is needed to 
understand the role of perfectionism in dieting.
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Restrained eating in the present investigation appears to be associated with disturbed 
eating attitudes and behaviours (that found in eating disorders). These include 
considerable dissatisfaction with body shape, chronic dieting, binge eating and forms of 
purging. These findings lend support to the continuum model of eating disorders 
(Button & Whitehouse, 1981; Fries, 1977; Rodin et al., 1985; Striegal-Moore et al., 
1986). Confirmation of a continuum among eating disorders is not possible from the 
present design, as only two points of potential continuum were examined, non­
restraining and restraining. There was no eating disorder group for comparison, as this 
would have provided another point of possible continuum. Hence, discontinuities may 
exist at other points. However the testing of the continuum model of eating disorders 
was not the aim of the investigation.
Bunnell et al. (1990) have called these former behaviours (intense concern with shape 
and dieting) "prodromal" features of eating disorders, perhaps suggesting that these 
will inevitably lead to eating disorders in some way. Whether the restrainers in the 
present study who demonstrated elevated scores on scales of these behaviours 
actually have sub-clinical or sub threshold eating disorders, or will go on to develop 
diagnosable eating disorders, or whether these conditions may be maintained without 
further pathological progression, cannot be determined without further investigation. 
Evidence of elevated scores cannot be used to diagnose specific cases without clinical 
interview. Garner et al. (1982) warn not to view high scores on the EAT or the EDI as 
diagnostic of eating disorders in non-clinical groups. Future follow up with clinical 
interview would be needed to ascertain if these high scoring restrainers do go on to 
develop frank eating disorders.
It appears that the diagnostic criteria for eating disorders may need to be addressed, 
as the clinical features that differentiate sub-clinical or "sub-diagnostic" eating disorder 
patients (those that do not present with all the criteria needed for diagnosis) from those
88
that satisfy DSM-lll-R criteria are unclear (Herzog, Hopkins, & Burns, 1993). Herzog et 
al., (1993) state that 40 % of women who seek help for an eating disorder from their 
clinic turn out to be sub-diagnostic. Beumont et al. (in press) report a similar figure, one 
third of all of their patients do not fulfil criteria for a clinical diagnosis of either anorexia 
or bulimia nervosa. They note that these patients were no less seriously ill than the 
patients who met diagnostic criteria, but often their average BMI fell between the 
means for the anorexic and bulimic groups.
Perhaps the proposal by Beumont et al. (in press) for a unitary approach to diagnostic 
criteria, where emphasis is on preoccupation with weight loss, rather than secondary 
effects (eg., amenorrhoea, or specific amount of weight lost) should be considered. 
Therefore women with both anorexia and bulimia would receive the same "label", 
whether they are emaciated, normal weight, or obese. With this criteria less women 
with serious eating or shape concerns would miss out on a clinical diagnosis, therefore 
this would probably result in less sub-clinical cases of eating disorders. What is 
happening at present is that significant numbers of women are fulfilling some of the 
criteria for bulimia nervosa and some of the criteria for anorexia, yet not quite enough 
of either to gain a clinical diagnosis. Or alternatively for example, some women may 
present with serious eating disorder attitudes and behaviours, but not have lost enough 
weight and or not have amenorrhoea, therefore they cannot receive a diagnosis of 
anorexia nervosa.
Whether these women with elevated scores in the present sample are technically 
considered sub-clinical or not does not take away from the fact that many restraining 
women in the community are experiencing considerable weight/shape concern and 
disturbed eating attitudes and behaviours. Little is known about the long term 
consequences of disturbed eating attitudes and behaviour (Williams et al., 1986). 
Nevertheless restrained eating has been found to be associated with depression and 
poor self esteem (McCluskey, 1990) and with strong body dissatisfaction (Lindholm &
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Wilson, 1988). Negative emotional and physical consequences resulting from dieting 
and weight loss have been well documented such as irritability, depression, anger, 
anxiety, mood swings and bouts of overeating (Fichter, 1985; Garner & Wooley, 1991; 
Keys et al., 1950; Laessle, Tuschl, Kotthaus, & Pirke, 1989). Therefore the act of 
dieting requires further investigation and it's risks should be made known to the general 
public, as early recognition of eating disorders leads to better prognosis (Crisp &
Kalucy, 1974; Fries, 1977). These risks should not only be made known to adolescent 
girls, but to more mature women as well.
Most women in Australia do not need to lose weight, despite their body dissatisfaction 
(O'Dea, 1993). In accordance with this is the fact that 16 % of women currently 
restraining in the present investigation were in fact low normal weight or underweight, 
and a much higher percentage of restraining women would have been of "acceptable", 
but higher weight. Many studies have indicated that dieting is associated with 
disordered eating attitudes and behaviours in adolescents and female university 
students (Button & Whitehouse, 1981; Fries, 1977; Killen et al., 1986; Nylander, 1971), 
but the present study is one of the few that has sampled a group of more mature, adult 
women, and this has found that older women are no more immune from the effects of 
dieting than the younger girls.
More research is still needed into the area of weight loss in mature Australian women. 
Regardless of the fact that the prevalence rate for diagnosed eating disorders is low 
(Hoek, 1991); it has been demonstrated that many more sub-clinical variants probably 
exist (Bunnell et al., 1990; Fairburn & Garner, 1986; Herzog et al., 1993; Polivy & 
Herman, 1987), and Ben-Tovim (1992) as well as results from the present study 
suggest that even more cases of eating disturbance exist in chronic dieters. Despite the 
fact that these individuals do not qualify for a diagnosis does not mean they do not 
suffer significant psychological distress, in fact some research suggests that their 
distress can be equal to those who meet criteria for a clinical diagnosis (Beumont et al.,
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in press; Herzog et al., 1993). Perhaps "safe eating" campaigns should be set up 
outlining healthy eating patterns, warning against stringent dieting, and placing 
excessive emphasis on "ideal" body shape etc. This is already being done targeting 
teenagers (O'Dea, 1992). However this could also be undertaken targeting more 
mature women as well (over 25 years). Perhaps this could be incorporated into existing 
weight loss programs or in diet magazines which are more likely to be patronised by 
this older age group.
In concluding, in the present study restraining or dieting is associated with greater 
eating disorder attitudes and behaviours than when not restraining. In particular, it is 
also associated with greater bulimic behaviours (eg. bingeing) and stronger body 
dissatisfaction. It would seem then that restraining is a hazardous activity, and that 
dieting along with the increases in eating disorder attitudes and behaviours may 
possibly put the restraining women at risk of bulimia nervosa. Women who avoided red 
meat while restraining did not demonstrate greater eating disorder psychopathology 
than restrainers who did not avoid red meat. It does not appear that the avoidance of 
red meat when combined with dieting produces a more pathological dieter in the 
present non-clinical sample. However, the question of red meat avoidance being a risk 
factor for women dieters cannot be answered categorically at the present time. More 
research is needed including replication of the present study using larger sample sizes 
to answer this important question relating to aetiology and treatment.
Limitations of Present Study: Recommendations for Future Research
In relation to limitations of the study, it must be remembered that the final sub-sample 
of subjects was no longer technically random. Whilst the original sample was randomly 
selected, the final sub-sample was made up of women who volunteered to take part in 
the survey and may then be considered to be biased. This may be a potential point of 
confound (Babbie, 1973). Obviously it would be preferable to replicate the study with a
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larger sample size thereby increasing the power. All the questionnaires in the study 
were self-reported. The value of self-report methods in the assessment of eating 
disorders has been questioned (Wilson & Smith, 1989). These authors propose that 
interview methods are a superior measure of core pathology as clarification of the 
meaning behind responses can be made. Self-report measures have been criticised 
because they are susceptible to distortion (Wilson & Smith, 1989). However in respect 
of large studies (especially in non-clinical samples) it would be too expensive and time 
consuming to conduct hundreds of interviews. (Moreover, interviews are also not 
immune from the effects of denial, minimisation of symptoms, and deception). In 
defence of self-report measures, they are thoroughly standardised, economical in both 
time and money, and some respondents have reported that they feel more comfortable 
and more able to be candid than when taking part in an interview (Garner, 1991).
In order to examine further the continuum hypothesis of eating disorders, (that normal 
eating, dieting, sub-clinical eating disturbance and diagnosable eating disorders lie 
along a continuum), it would be important to include eating disorder patient comparison 
groups (of both anorexics and bulimics). In accordance with this, a comparison group of 
younger, female, adolescent students could be added to examine and compare those 
at most risk. In reference to red meat avoidance, the study should be replicated with 
larger numbers, particularly of those who both diet and avoid red meat. Perhaps a 
group of specifically red meat avoiding dieters could be obtained for comparison 
purposes. These may be difficult to find and may still however not produce large 
enough numbers. Alternatively or as well as this, a group of true vegetarians could be 
gathered for comparison (and these could be later divided into restrainers or non- 
restrainers). These may be somewhat easier to find than red meat avoiders by 
advertising in vegetarian restaurants etc.
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APPENDIX 1
EATING HABITS RESEARCH PROJECT
Please find attached a series of questionnaires which address the 
eating habits of Australian women. These questionnaires form the 
research base of a Masters Degree in Psychology at the Australian 
National University (ANU).
ANU Master’s student, Lisa Bell, has been given permission to carry 
out this study within National Office.
We believe that it is highly likely that the findings from Lisa’s study 
will provide further information to assist us with future Corporate 
Service initiatives, in areas such as health and stress.
Participation in this exercise is purely voluntary. If you do not wish 
to participate, please return all forms by internal mail to:-
“ANU EATING HABITS RESEARCH PROJECT ’
C/- Personnel, 
Ground Floor 
Amdahl Building
Thank you for your co-operation,
Linda Millar 
EEO Advisor
TO June 1993
EATING HABITS RESEARCH PROJECT
TO THE PARTICIPANTS IN THE EATING HABITS RESEARCH
PROJECT:
I am asking you to participate in this research which I am currently 
conducting, as part of my Master’s Degree from the Australian National 
University.
This study is designed to investigate the types of food both eaten and avoided by 
women, to see if there is any relationship between these foods and the 
development of unhealthy eating habits. After the data has been analysed a 
summary of research findings will be provided to all participants.
Please do not put your name or any other identifying information
on the forms (as anonymity helps participants to be completely honest in 
recording personal information). No piersonal information given will be 
released to any person. Confidentiality is assured.
If any participant is concerned that they may have a food related problem,
they may contact me and I will provide them with the name of a specialist in 
the field.
This package consists of a series of five (5) questionnaires. Please make sure 
you have all five (5). Please fill out all the questionnaires in one sitting, being 
careful not to leave out any questions and not consult with others when 
making your responses. Please answer the questions honestly.
If you lose your questionnaire(s) and need another, or have any other 
enquiries, please phone me, Lisa Bell on telephone number 241 1979.
You have one (1) week to complete the questionnaires. Please returen them by 
Tuesday 22 June, 1993 to the box labelled ANU EATING HABITS RESEARCH 
PROJECT, situated on the Personnel counter on the ground floor of the Amdahl 
Building, or return by internal mail to “ANU EATING HABITS RESEARCH 
PROJECT” C/- Personnel.
Thank you for your participation,
Lisa Bell 
10 June 1993
APPENDIX 2
PERSONAL DETAILS
AGE (in years):
PROFESSION (or public service level) 
(circle and add level eg. AS03, SOGC)
(ASO ) (SOG_
(ITO ) (SITO_
J (SES__)
_)
(OTHER )
CURRENT MARITAL STATUS:
(circle one only)
(married) (defacto)
(single) (divorced/sep)
HIGHEST EDUCATION LEVEL ACHIEVED:
(circle one only)
(high school or less) 
(bachelor’s degree)
(diploma) 
(higher degree)
HEIGHT: (cm) or (feet/inches)
(if not known please approximate)
WEIGHT: (kilos) or (stones/pounds)
(if not known please approximate)
HIGHEST EVER WEIGHT AS AN ADULT: (kilos) or (stones/pounds)
LOWEST EVER WEIGHT AS AN ADULT: (kilos) or (stones/pounds)
NOW GO ONTO QUESTIONNAIRE 1
QUESTIONNAIRE 1
FOOD QUESTIONNAIRE 
PART A
A) Are you a vegetarian? (avoid all animal flesh)
1) If so, for how long? (please specify)
2) If you are a vegetarian, do you eat eggs?
If not, how long have you avoided eggs?
3) If you are a vegetarian, do you eat milk products?
If not, how long have you avoided milk products?
YES[ ] N O [ ]
YES[ ] N O [ ]
YES[ ] N O [ ]
B) Are you a vegan? (avoid all animal products) 
If so, for how long? (please specify)
YES[ ] N O [ ]
C) Has your diet changed in the last three months? YES[ ] N O [ ]
D) If your diet has changed significantly over this time, please tick the reason that best applies to 
you.
(tick one box onM
a) illness .............................................. [ ]
b) trip away .............................................. [ ]
c) dieting .............................................. [ ]
d) other  [ ]
(please list) _________________________________
e) no change ..............................................[ ]
E) Are you presently dieting?
NO [ ] please go to PART B,
YES [ ] please complete the questions below.
1) please indicate for what reason.
(tick one box only)
a) to lose weight .................................... [ ]
b) other reason .................................... [ ]
(please specify)_______________________________
2) please indicate for how long you have been dieting (please specify)
3) If dieting to lose weight, what is the main reason you wish to lose weight?
(tick one box only)
a) to improve your appearance ..................... [ ]
b) for health reasons
(eg. lower cholesterol) ..................... [ ]
c) to please someone else
(eg. husband has asked you to)..................[ ]
d) to fit into certain clothes ..................... [ ]
e) other reason ..................... [ ]
(please specify)_______________________________
4) how much weight do you wish to lose on the diet?
(tick one box only)
a) 2kg or less ........................ [ ]
b) 2.5kg - 4kg ........................ [ ]
c) 4.5kg - 8kg ........................ [ ]
d) 8.5kg-15kg ........................ [ ]
e) more than 15kg ........................ [ ]
5) If dieting to lose weight, please indicate whether you are using any of the following 
measures to aid you in your weight loss
a) exercise YES [ ] NO [ ]
b) diet pills YES [ ] NO [ ]
c) diuretics YES [ j NO [ ]
d) laxatives YES [ ] NO [ ]
e) meal replacement drinks YES [ ] NO [ ]
f) joined weight loss club YES [ ] NO [ ]
NOW GO ONTO PART B
PART B
THE FOLLOWING QUESTIONS REFER TO YOUR EATING HABITS OVER THE LAST 
THREE MONTHS. PLEASE COMPLETE THE FOLLOWING QUESTIONS ACCORDING TO 
YOUR PRESENT DIETARY PATTERN, INDICATING THE ANSWER WHICH BEST APPLIES 
TO YOU
1) RED MEAT (INCLUDING BEEF, LAMB, VEAL AND PORK)
A) GRILLED. FRIED OR ROASTED RED MEAT (eo. steaks, chops, roasts)
i) Do you usually try to avoid eating grilled, fried or roasted red meat?
(ie. where "AVOID" means making a conscious decision not to consume that food, wherever 
possible)
(tick one box only)
NO [ ] please go to question (ii) below,
YES [ ] if you answered YES, please tick the main reason why you usually avoid eating 
grilled, fried or roasted red meat.
(tick one box onlvl
A) religous reasons
B) cruelty to animals
C) distaste
D) concern due to health (e.g. lower cholestrol, toxins etc.)
E) part of a diet specifically to lose weight
F) economic reasons
G) OTHER
(please specify) _____________________
[ ] 
[ ]
Apart from the reason you have already indicated, do any of the other reasons listed above also 
apply to you as reasons for avoiding grilled, fried or roasted red meat? (please specify)_______
ii) How often do you usually eat grilled, fried or roasted red meat? 
(tick one box only)
A) never [ ]
B) (less than once a month) [ ]
C) (1-4 times a month)
D) (twice a week or more)
[ ] 
[ ]
B) DISHES CONTAINING RED MEAT (eg, casseroles, lasagne, stir fries, etc)
i) Do you usually try to avoid eating dishes containing red meat?
(ie. where "AVOID" means making a conscious decision not to consume that food, wherever 
possible)
(tick one box only)
NO [ ] please go to question (ii) below,
YES [ ] if you answered YES, please tick the main reason why you usually avoid eating
dishes containing red meat.
(tick one box only)
A) religous reasons
B) cruelty to animals
C) distaste
D) concern due to health (e.g. lower cholestrol, toxins etc.)
E) part of a diet specifically to lose weight
F) economic reasons
G) OTHER
(please specify) _____________________
Apart from the reason you have already indicated, do any of the other reasons listed above also 
apply to you as reasons for avoiding dishes containing red meat? (please specify)___________
ii) How often do you usually eat dishes containing red meat? 
(tick one box only)
A) never [ ]
B) (less than once a month) [ ]
C) (1-4 times a month) [ ]
D) (twice a week or more) [ ]
2) POULTRY (INCLUDING CHICKEN, TURKEY AND OTHER POULTRY)
i) Do you usually try to avoid eating poultry?
(ie. where "AVOID" means making a conscious decision not to consume that food, wherever 
possible)
(tick one box only)
NO [ ] please go to question (ii) below,
YES [ ] if you answered YES, please tick the main reason why you usually avoid eating
poultry.
(tick one box only)
A) religous reasons
B) cruelty to animals
C) distaste
D) concern due to health (e.g. lower cholestrol, toxins etc.)
E) part of a diet specifically to lose weight
F) economic reasons
G) OTHER
(please specify) _____________________
[ ] 
[ 1 
[ 1 
[ ] 
[ ] 
[ ] 
[ ]
Apart from the reason you have already indicated, do any of the other reasons listed above also 
apply to you as reasons for avoiding poultry? (please specify)___________________________
ii) How often do you usually eat poultry? 
(tick one box only)
A) never [ ]
B) (less than once a month) [ ]
C) (1-4 times a month) [ ]
D) (twice a week or more)
3) SEAFOOD (e.g. FISH FILLETS,PRAWNS,SARDINES,TUNA,"FISH FINGERS")
i) Do you usually try to avoid eating seafood?
(ie. where "AVOID" means making a conscious decision not to consume that food, wherever 
possible)
(tick one box only)
NO [ ] please go to question (ii) below,
YES [ ] if you answered YES, please tick the main reason why you usually avoid eating
seafood.
(tick one box only)
A) religous reasons
B) cruelty to animals
C) distaste
D) concern due to health (e.g. lower cholestrol, toxins etc.)
E) part of a diet specifically to lose weight
F) economic reasons
G) OTHER
(please specify) _____________________
[ ] 
[ ] 
[ ] 
[ ]
Apart from the reason you have already indicated, do any of the other reasons listed above also 
apply to you as reasons for avoiding seafood? (please specify)__________________________
ii) How often do you usually eat seafood? 
(tick one box only)
A) never [ ]
B) (less than once a month) [ ]
C) (1-4 times a month) [ ]
D) (twice a week or more)
4) WHAT MILK, IF ANY, DO YOU MOSTLY USE? 
(tick one box only)
1) "Regular" Full Fat Milk [ ]
2) Fat Reduced (e.g."Hilo" or "Light White")
3) Low Fat (e.g. skim or "Shape")
4) Not Important (any or all of the above) [ ]
5) No Milk Products [ ]
5) WHAT SORT OF CHEESE, IF ANY, DO YOU MOSTLY USE? 
(tick one box only)
1) Full Fat (e.g. Cheddar, camenbert)
2) Fat Reduced [ ]
(e.g. Light slices, Light edam or light Cheddar)
3) Low Fat (e.g. cottage or ricotta) [ ]
4) Not Important (any or all of the above) [ ]
5) Don't Eat Cheese [ ]
NOW GO ONTO PART C
PART C
ARE YOU PRESENTLY SUFFERING FROM, OR HAVE YOU EVER BEEN TREATED FOR 
AN EATING DISORDER?
YES
NO
DONT KNOW [ ]
If YES,
i) please indicate the diagnosis given,
A) Anorexia Nervosa
B) Bulimia Nervosa
C) Anorexia and Bulimia Nervosa
D) Obesity
[ ] 
[ ] 
[ 1
ii) If you have not been diagnosed, what were the major symptoms you were (or still are) 
suffering from? __________________________________________________________
iii) When did you suffer from the disorder?
iv) For how long did you suffer from it?
v) Do you believe you are still suffering fom such a problem? YES [ ] NO [ ]
NOW GO ONTO QUESTIONNAIRE 2
QUESTIONNAIRE 2
EATING ATTITUDES TEST (E.A.T. 26)
Please place a circle around the letter which applies best to each of the numbered statements. All of the 
results will be strictly confidential. Most of the questions directly relate to food or eating, although other 
types of questions have been included. Please answer each question carefully. Thank you.
A = ALWAYS V = VERY OFTEN O = OFTEN S = SOMETIMES R = RARELY _ N = NEVER
1. Am terrified about being overweight...............................................A V O S R N
2. Avoid eating when I am hungry......................................................A V 0  S R N
3. Find myself preoccupied with food.................................................. A V O S R N
4. Have gone on eating binges where I feel that I may
not be able to stop...........................................................................A V O S R N
5. Cut my food into small pieces..........................................................A V O S R N
6. Aware of the calorie content of foods that I eat.............................. A V O S R N
7. Particularly avoid foods with a high carbohydrate
content (eg. bread, potatoes, rice, etc)...........................................A V O S R N
8. Feel that others would prefer if I ate more......................................A V O S R N
9. Vomit after I have eaten..................................................................A V O S R N
10. Feel extremely guilty after eating..................................................A V O S R N
11. Am preoccupied with a desire to be thinner.................................A V O S R N
12. Think about burning up calories when I exercise...........................A V O S R N
13. Other people think that I am too thin............................................ A V O S R N
14. Am preoccupied with the thought of having fat on
my body......................................................................................... A V O S R N
15. Take longer than others to eat my meals.....................................A V O S R N
16. Avoid foods with sugar in them.....................................................A V O S R N
17. Eat diet foods.................................................................................A V O S R N
18. Feel that food controls my life.......................................................A V O S R N
19. Display self control around food................................................... A V O S R N
20. Feel that others pressure me to eat.............................................A V O S R N
21. Give too much time and thought to food...................................... A V O S R N
22. Feel uncomfortable after eating sweets.......................................A V O S R N
23. Engage in dieting behaviour......................................................... A V O S R N
24. Like my stomach to be empty.......................................................A V O S R N
25. Enjoy trying new rich foods........................................................... A V O ■'S R
26. Flave the impulse to vomit after meals A V O S R N
QUESTIONNAIRE 3
EDI 2
INSTRUCTIONS
These items ask about your attitudes, feelings and behaviour. Some of the items relate to 
food or eating. Other items ask about your feelings about yourself.
For each item, decide if the item is true about you ALWAYS (A), USUALLY (U), OFTEN (O), 
SOMETIMES (S), RARELY (R) or NEVER (N). Circle the letter that corresponds to your 
rating. For example, if your rating for an item is OFTEN, you would circle the "O" for that 
item.
Respond to all of the items, making sure that you circle the letter for the rating that is true 
about you. DO NOT ERASE. If you need to change an answer, make an X through the 
incorrect letter and then circle the correct one.
A = ALWAYS U = USUALLY O = OFTEN S = SOMETIMES R = RARELY N = NEVER
1. I eat sweets and carbohydrates without feeling nervous. ... A U 0 s R N
2. I think that my stomach is too big. A U 0 s R N
3. I wish that I could return to the security of childhood. A U 0 s R N
4. I eat when I am upset. ... A U 0 s R N
5. I stuff myself with food. ... A U 0 s R N
6. I wish that I could be younger. ... A U 0 s R N
7. I think about dieting. A U 0 s R N
8. I get frightened when my feelings are too strong.... A U 0 s R N
9. I think that my thighs are too large. A U 0 s R N
10. I feel ineffective as a person. A U 0 s R N
11. I feel extremely guilty after overeating. ... A U 0 s R N
12. I think that my stomach is just the right size. A U 0 s R N
13. Only outstanding performance is good enough in my family. A U 0 s R N
14. The happiest time in life is when you are a child. ... A U 0 s R N
15. I am open about my feelings. A U 0 s R N
16. I am terrified of gaining weight. ... A U 0 s R N
17. I trust others. ... A U 0 s R N
18. I feel alone in the world.... A U 0 s R N
19. I feel satisfied with the shape of my body. A U 0 s R N
20. I feel generally in control of things in my life. A U 0 s R N
21. I get confused about what emotion I am feeling. ... A U o s R N
continued...
23.
24.
25.
26 .
27.
28 .
29.
30.
31 .
32.
33 .
34 .
35 .
36 .
37.
38 .
39.
40 .
41 .
42.
43 .
44 .
45 .
46 .
47 .
48 .
49 .
50.
51.
52.
53.
54.
22 . would rather be an adult than a child. ... ... ... A
can communicate with others easily. ... ... ... A
wish I were someone else. ... ... ... ... A
exaggerate or magnify the importance of weight. ... A
can clearly identify what emotion I am feeling. ... ... A
feel inadequate. ... ... ... ... ... A
I have gone on eating binges where I felt that I could not stop. A 
As a child, I tried very hard to avoid disappointing
my parents and teachers. ... ... ... ... A
I have close relationships. ... ... ... ... A
I like the shape of my buttocks. ... ... ... ... A
I am preoccupied with the desire to be thinner. ... ... A
I don't know what's going on inside me. ... ... ... A
I have trouble expressing my emotions to others. ... A
The demands of adulthood are too great. ... ... A
I hate being less than best at things. ... ... ... A
I feel secure about myself. ... ... ... ... A
I think about bingeing (overeating). ... ... ... A
I feel happy that I am not a child anymore. ... ... A
I get confused as to whether or not I am hungry.... ... A
I have a low opinion of myself. ... ... ... ... A
I feel that I can achieve my standards. ... ... ... A
My parents have expected excellence of me. ... ... A
I worry that my feelings will get out of control. ... ... A
I think my hips are too big. ... ... ... ... A
I eat moderately in front of others and stuff myself when 
they're gone. ... ... ... ... ... ... A
I feel bloated after eating a normal meal.... ... ... A
I feel that people are happiest when they are children. ... A
If I gain a pound, I worry that I will keep gaining. ... ... A
I feel that I am a worthwhile person. ... ... ... A
When I am upset, I don't know if I am sad, frightened, or angry. A 
I feel that I must do things perfectly or not do them at all.... A
I have the thought of trying to vomit in order to lose weight. A
I need to keep people at a certain distance 
(feel uncomfortable if someone tries to get too close). ... A
U O S 
U O S 
U O S 
U O S 
U O S 
U O S 
U O S
U O S 
U O S
u o s 
u o s 
u o s 
u o s 
u o s 
u o s 
u o s 
u o s 
u o s 
u o s 
u o s 
u o s 
U 0 s 
U 0 s 
u o s
U 0 s 
U 0 s 
U 0 s 
u o s 
u o s 
u o s 
u o s 
u o s
u o s
R N 
R N 
R N 
R N 
R N 
R N 
R N
R N 
R N 
R N 
R N 
R N 
R N 
R N 
R N 
R N 
R N 
R N 
R N 
R N 
R N 
R N 
R N 
R N
R N 
R N 
R N 
R N 
R N 
R N 
R N 
R N
R N
continued...
55. I th ink that my th ighs are just and right size. A U 0 s R N
56. I feel em pty inside (emotionally). A U 0 s R N
57. I can ta lk about personal thoughts or feelings. A U 0 s R N
58. The best years of your life are when you become an adult. A U 0 s R N
59. I th ink my buttocks are too large. A U 0 s R N
60. I have fee lings I can't quite identify. A U 0 s R N
61. I eat or drink in secrecy .... A U 0 s R N
62. I th ink tha t my hips are just the right size. A U 0 s R N
63. I have extrem ely high goals. A U 0 s R N
64. W hen I am  upset, I worry that I will start eating. ... A U 0 s R N
65. People I really like end up disappointing me. A U 0 s R N
66. I am asham ed of my human weaknesses. A U 0 s R N
67. O ther people would say that I am em otionally unstable. ... A U 0 s R N
68. I would like to be in total control of my bodily urges. A U 0 s R N
69. I feel relaxed in most group situations. ... A U 0 s R N
70. I say th ings impulsively that I regret having said. ... A U 0 s R N
71. I go out of my way to experience pleasure. A U 0 s R N
72. I have to be careful of my tendency to  abuse drugs. A U 0 s R N
73. I am outgoing with most p e o p le .... A U o s R N
74. I feel trapped in relationships. A U 0 s R N
75. Self-denia l makes me feel stronger spiritually. A U 0 s R N
76. People understand my real problems. A U 0 s R N
77. I can't get strange thoughts out of my head. A U 0 s R N
78. Eating fo r p leasure is a sign of moral w e a k n e s s .... A U 0 s R N
79. I am prone to outbursts of anger o r rage. A U 0 s R N
80. I feel that people give me the credit I deserve. A U 0 s R N
81. I have to  be careful of my tendency to  abuse alcohol. A U 0 s R N
82. I believe that relaxing is sim ply a w aste of tim e. ... A U 0 s R N
83. O thers would say that I get irritated easily. A u 0 s R N
84. I feel like I am losing out everywhere. A u 0 s R N
85. I experience marked mood shifts. A u 0 s R N
86. I am em barrassed by my bodily urges. ... A u 0 s R N
87. I would rather spend tim e by m yself than with others. A u 0 s R N
88. Suffering makes you a better person. A u 0 s R N
89. I know that people love me. A u 0 s R N
90. I feel like I must hurt m yself o r others. A u 0 s R N
91. I feel that I really know who I am. A u 0 s R N
QUESTIONNAIRE 4
B.S.Q.
We should like to know how you have been feeling about your appearance over the PAST FOUR 
WEEKS. Please read each question and circle the appropriate letter to the right.. Please answer all 
the questions.
OVER THE PAST FOUR WEEKS:
A = ALWAYS V = VERY OFTEN O = OFTEN S = SOMETIMES R = RARELY N = NEVER
1. Has feeling bored made you brood about your shape?.............................A V O S R N
2. Have you been feeling so worried about your shape that you
have been feeling you ought to diet?............................................................ A V O S R N
3. Have you thought that your thighs, hips or bottom
are too large for the rest of you?...................................................................A V O S R N
4. Have you been afraid that you might become fat (or
fatter)?............................................................................................................ A V O S R N
5. Have you worried about your flesh being not firm enough?.................... A V O S R N
6. Has feeling full (eg. after eating a large meal) made you feel
fat?.................................................................................................................. A V O S R N
7. Have you felt so bad about your shape that you have cried?...................A V O S R N
8. Have you avoided running because your flesh might wobble?................ A V O S R N
9. Has being with thin women made you feel self-conscious
about your shape?......................................................................................... A V O S R N
10. Have you worried about your thighs spreading out when
sitting down?...................................................................................................A V O S R N
11. Has eating even a small amount of food made you feel fat?................. A V O S R N
12. Have you noticed the shape of other women and felt that your
own shape compared unfavourably?............................................................ A V O S R N
13. Has thinking about your shape interfered with your ability to 
concentrate (eg. while watching television, reading, listening to
conversations)?............................................................................................. A V O S R N
14. Has being naked, such as when taking a bath, made you feel
fat?................................................................................................................. A V O S R N
15. Have you avoided wearing clothes which make you particularly
aware of the shape of your body?................................................................A V O S R N
16. Have you imagined cutting off fleshy areas of your body?....................A V O S R N
17. Has eating sweets, cakes, or other high calorie food made you
feel fa t?.......................................................................................................... A V O S R N
18. Have you not gone out to social occasions (eg. parties)
because you have felt bad about your shape?.............................................A V O S R N
19. Have you felt excessively large and rounded?.......................................A V O S R N
20. Have you felt ashamed of your body?................................................... A V O S R N
21. Has worry about your shape made you diet?..........................................A V O S R N
22. Have you felt happiest about your shape when your stomach
has been empty (eg. in the morning)?.......................................................... A V O S R N
23. Have thought that you are the shape you are because you
lack self-control?............................................................................................ A V O S R N
24. Have you worried about other people seeing rolls of flesh
around your waist or stomach?.....................................................................A V O S R N
25. Have you felt that it is not fair that other women are thinner
than you?.........................................................................................................A V O S R N
26. Have you vomited in order to feel thinner?............................................. A V O S R N
27. When in company have you worried about taking up too much
room (eg. sitting on a sofa or a bus seat)?................................................... A V O S R N
28. Have you worried about your flesh being dimply?...................................A V O S R N
29. Has seeing your reflection (eg. in a mirror or shop window)
made you feel bad about your shape?..........................................................A V O S R N
30. Have you pinched areas of your body to see how much fat
there is ? ......................................................................................................... A V O S R N
31. Have you avoided situations where people could see your body
(eg. communal changing rooms or swimming baths)?................................. A V O S R N
32. Have you taken laxatives in order to feel thinner?.................................. A V O S R N
33. Have you been particularly self-conscious about your shape
when in the company of other people?......................................................... A V O S R N
34. Has worry about your shape made you feel you ought to exercise?....A V O S R N
QUESTIONNAIRES
RESTRAINT SCALE
Please answer the following questions by circling the number corresponding 
to the response you consider most appropriate.
1. How often are you dieting?
1. Never
2. Rarely
3. Sometimes
4. Often
5. Always
2. What is the maximum amount of weight (in kg) you have ever lost 
within a month?
0. 0 to 2 kg
1. 2.1 to 4 kg
2. 4.1 to 6 kg
3. 6.1 to 8.5 kg
4. Over 8.5 kg
3. What is the maximum amount of weight (in kg) you have gained 
in a week?
0. 0 to 1/2 kg
1. Between half and one kg
2. Between 1.1 kg and 1.5 kg
3. Between 1.6 kg and 2 kg
4. Over 2 kg
4. In a typical week, how much does your weight fluctuate?
0. 0 to 1/2 kg
1. Between half and one kg
2. Between 1.1 kg and 1.5 kg
3. Between 1.6 kg and 2 kg
4. Over 2 kg
5. Would a weight fluctuation of 2kg affect the way you live your 
life?
0. Not at all
1. Slightly
2. Moderately
3. Very much
6. Do you eat sensibly in front of others and splurge alone?
0. Never
1. Rarely
2. Often
3. Always
7. Do you give too much time and thought to food?
0. Never
1. Rarely
2. Often
3. Always
8. Do you have feelings of guilt after overeating?
0. Never
1. Rarely
2. Often
3. Always
9. How conscious are you of what you're eating?
0. Not at all
1. Slightly
2. Moderately
3. Extremely
10. How many kilograms over your desired weight were you at your 
maximum weight?
0. 0 to 1/2 kg
1. Over 1/2 kg but not more than 2 kg
2. Over two kg but not more than 4.5 kg
3. Over 4.5 kg but not more than 9 kg
4. More than 9 kg
